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As more individuals survive into advanced age, prevention of dementia and cognitive 
impairments is of increasing public health importance. The aetiology of dementia and 
Alzheimer’s disease (AD) – a major cause of dementia – is considered to be multifactorial, 
resulting from both genetic and environmental factors. The present thesis aimed at 
obtaining a comprehensive understanding of the role of diet in the development of 
dementia/AD and cognitive impairment. The working hypothesis was that a healthy diet at 
midlife would reduce the risk of dementia/AD and cognitive impairment later in life. 
The present thesis was based on the Finnish Cardiovascular Risk Factors, Aging and 
Incidence of Dementia (CAIDE) project. CAIDE is a population-based study investigating 
cardiovascular and lifestyle-related risk factors for dementia. The participants (n=2000) 
were derived from independent population-based random samples (North Karelia Project, 
FINMONICA study) studied in 1972, 1977, 1982 or 1987 (midlife/baseline examination), 
when they were on average 50 years old (range 39-64 years). During the midlife 
examination, dietary information was collected. Re-examination of the cohort was carried 
out in 1998 in two geographically defined areas in Eastern Finland (in Kuopio and 
Joensuu), and altogether 1449 people (73%) aged 65-79 years participated. 
This series of studies showed that an abundant saturated fat (SFA) intake from milk 
products and spreads at midlife was associated with poorer global cognitive functioning 
and prospective memory and with an increased risk of mild cognitive impairment (MCI). A 
high intake of polyunsaturated fatty acids (PUFAs) was associated with better semantic 
memory. Fish consumption tended to be related to better global cognitive functioning and 
semantic memory, and higher PUFA-SFA ratio to better performance in psychomotor speed 
and executive functioning. In addition, a moderate intake of unsaturated fats from spreads 
at midlife was protective, whereas a moderate intake of SFAs increased the risk of dementia 
and AD, especially among individuals carrying the apolipoprotein E (ApoE) ε4 allele. The 
participants who drank moderate amounts of coffee (3-5 cups/day) at midlife had the 
lowest risk of dementia/AD later in life compared to individuals drinking less/not at all. For 
tea drinking, no association was found. Furthermore, the effect of healthy diet on dementia 
risk was examined with a healthy-diet index; this was constructed including both healthy 
and unhealthy dietary components. Adherence to a healthy diet at midlife was associated 
with a decreased risk of dementia/AD in late-life. 
In summary, these results emphasize that unhealthy dietary factors at midlife may 
increase the risk of developing dementia/AD later in life and have a negative effect on 
several cognitive domains, whereas healthier dietary choices may act in the reverse 
manner. The current data suggests that healthy dietary choices at midlife may increase the 
possibility for brain health later in life. 
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Yhä useammat henkilöt elävät vanhuusikään saakka, ja tämän vuoksi dementian ja 
lievemmän kognitiivisen heikentymisen merkitys kansanterveydelle kasvaa. Dementian ja 
erityisesti Alzheimerin taudin (AT), joka on tavallisin dementoiva sairaus, etiologiaa 
pidetään monitekijäisenä, ja siihen vaikuttavat sekä geneettiset että ympäristötekijät. 
Tämän väitöskirjatyön tavoitteena oli selvittää ruokavalion vaikutusta kognitiivisen 
heikentymisen ja dementian kehittymisessä. Yleisenä lähtöoletuksena oli, että terveellinen 
ruokavalio keski-iässä voisi vähentää myöhäisiän dementian ja kognitiivisen 
heikentymisen riskiä. 
Väitöskirjatyö pohjautui suomalaiseen Kardiovaskulaariset Riskitekijät, Ikääntyminen ja 
Dementian Ilmaantuvuus (CAIDE) tutkimukseen. CAIDE-tutkimukseen osallistujat olivat 
peräisin neljästä itsenäisestä väestöpohjaisesta satunnaisotoksesta; henkilöt oli tutkittu 
osana Pohjois-Karjala projektia ja FINMONICA-tutkimusta vuosina 1972, 1977, 1982 tai 
1987, kun he olivat keskimäärin 50-vuotiaita (ikäjakauma 39-64 vuotta). Ruoankäyttötiedot 
kerättiin keski-iän käynnillä. CAIDE-tutkimuksen seurantakäynnille vuonna 1998 
kutsuttiin 2000 henkilön satunnaisotos 65-79-vuotiaita Kuopion ja Joensuun alueella asuvia 
henkilöitä, ja yhteensä 1449 (73 %) heistä osallistui. 
Tutkimukset osoittivat, että runsas tyydyttyneiden rasvahappojen (SFA) saanti 
maitotuotteista ja leipärasvoista keski-iässä oli yhteydessä heikentyneeseen suoriutumiseen 
prospektiivista muistia mittaavassa testissä, MMSE-testissä sekä lisääntyneeseen lievän 
muistihäiriön riskiin myöhemmällä iällä. Runsaalla monityydyttymättömien 
rasvahappojen (PUFA) saannilla ja kalan käytöllä vaikutti puolestaan olevan yhteys mm. 
parempaan semanttiseen muistiin, ja korkeammalla PUFA-SFA-suhteella parempaan 
suoriutumiseen psykomotorista nopeutta ja eksekutiivisia toimintoja mittaavissa testeissä. 
Lisäksi havaitsimme, että kohtalainen kertatyydyttymättömien rasvahappojen (MUFA) ja 
PUFA:n saanti leipärasvoista keski-iässä vähentää riskiä sairastua dementiaan/AT:iin 
myöhemmällä iällä, ja kohtalainen SFA:n saanti lisää riskiä - erityisesti Apolipoproteiini E 
(ApoE) ε4 -alleelin kantajilla. Keski-iässä kahvia 3-5 kuppia/vrk nauttivilla henkilöillä oli 
pienin riski sairastua dementiaan/AT:iin myöhemmällä iällä verrattuna alle 3 kupillista 
kahvia/vrk nauttiviin. Teen juonnin ja dementiariskin välillä ei löydetty yhteyttä. Lisäksi 
selvitimme terveellisen ruokavalion yhteyttä dementiariskiin sekä terveellisiä että 
epäterveellisiä komponentteja sisältävän indeksin avulla. Terveellinen ruokavalio keski-
iässä oli yhteydessä pienentyneeseen myöhäisiän dementia/AT -riskiin. 
Tiivistetysti, väitöskirjatyö osoitti, että keski-iän epäterveelliset ravitsemustekijät voivat 
lisätä myöhäisiän dementian/AT:n riskiä ja vaikuttaa negatiivisesti moniin kognitiivisiin 
toimintoihin, kun taas terveellisillä ravitsemustekijöillä voidaan saada aikaan 
päinvastainen vaikutus. Saatujen tulosten pohjalta voidaankin esittää, että terveellisillä 
keski-iän ravitsemustekijöillä voitaisiin parantaa myöhäisiän aivojen terveyttä. 
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 1 Introduction 
The proportion of elderly people is increasing all over the world, since human beings live 
longer than ever before. Globally, the current number of persons aged 65 or more is about 
7%, and it is estimated that the size of this sector will increase to 16% by the year 2050 
(Cohen, 2003). As a consequence of the general lengthening of lifespan, a greater number of 
persons will be suffering from age-associated neurodegenerative diseases like dementia 
including Alzheimer's disease (AD) - the most common cause of dementia.  
After age 65, the risk of dementia/AD increases exponentially, with an even sharper up-
sloping curve after 80 years of age (Hofman et al., 1991; Kukull et al., 2002). However, even 
among the oldest age groups (85+), dementia is not inevitable (den Dunnen et al., 2008; 
Savva et al., 2009). In Finland, the annual incidence of dementia is approximately 13 000 
cases/year, of which about 70% are estimated to be due to AD (Suhonen et al., 2010). 
Dementia causes devastating effects on both patients and their families and can excert a 
major impact on the health economics of a society. Based on estimations of 29.3 million 
demented persons in 2005, the total worldwide societal costs were US$315 billion 
(including US$105 billion for informal care) (Wimo et al., 2007). From year 2005 to 2009, the 
costs of dementia have increased by 34%, so that in 2009 the costs were estimated to have 
risen to US$422 billion (of which informal care costs US$142 billion) for a dementia 
population of 34.4 million demented persons (Wimo et al., 2010). The total estimated costs 
of dementia have been constantly increasing, and in 2010 for the 35.6 million people living 
with dementia the costs have been estimated to be as high as US$604 billion (with informal 
care costing US$252 billion) (Wimo et al., 2013). In Finland, dementia is the most expensive 
brain disorder (Sillanpää et al., 2008), and the total societal annual costs of dementia were 
estimated to be US$1335 million for about 72 000 dementia cases in 2009 (Wimo et al., 2010). 
So far, there are no therapies available to cure dementia (Massoud and Léger, 2011), and 
pharmacological and non-pharmacological interventions can at best relieve symptoms and 
perhaps delay the progression of the disease. Thus, the successful development of cost-
effective preventive strategies is extremely important since, if available, it could prevent or 
delay the onset of dementia/AD and affect the lives of millions of people. Identifying 
modifiable risk factors for dementia/AD is important and may help at least in part to 
confront this major public health challenge of the aging population. 
The present set of studies has investigated risk factors for dementia in the general 
Finnish population with a special focus on modifiable dietary factors. A combination of a 
longitudinal, population-based study cohort with a mean follow-up time of 21 years, and 
modern techniques and methods for analyses provided an excellent and unique 
opportunity to conduct the present studies. The impact of midlife dietary fat consumption 
on the development of mild cognitive impairment (MCI) and on the performance on 
various neuropsychological tests was investigated in a Finnish non-demented sample. 
Similarly, the relationship between midlife dietary fat consumption on the subsequent 
development of late-life dementia/AD was examined. Furthermore, the relationships 
between midlife coffee and tea drinking as well as midlife “healthy diet” with late-life 
dementia/AD were examined in the Cardiovascular Risk Factors, Aging and Incidence of 
Dementia (CAIDE) study. Additionally, the relative importance and the putative 
interactions between the above dietary factors and the Apolipoprotein E (ApoE) ε4 allele 




2 Review of the literature 
2.1 COGNITION 
2.1.1 Normal aging and cognitive domains 
Several domains of cognitive functioning have been defined, and it is important to keep in 
mind that they are theoretical constructs rather than directly measurable physical entities. 
One of the most widely studied cognitive domains is memory, which is particularly 
relevant for AD. Memory can be divided into several components as shown in Figure 1 
(Spaan et al., 2003). Short-term memory has two subclasses: auditory/verbal and 
visuospatial span. In addition, long-term memory is often divided into two categories: 
explicit (declarative, conscious) and implicit (non-declarative, unconscious influence of past 
experience on subsequent performance) memory. Explicit memory can be further divided 
into episodic (ability to remember specific personal events situated in time and place) and 
semantic (vast store of general knowledge and skills) memory. Implicit memory includes 
several learning processes, such as priming, procedural memory, and more primitive 
learning processes (e.g. classical conditioning). 
 
 
Figure 1. Components of memory. Modified from Spaan et al., 2003. 
 
There are other cognitive domains for example executive functioning (including abstract 
thinking, judgment, problem solving), psychomotor speed, or language-related domains 
(i.e. verbal fluency). Cognitive domains and their components can be affected by normal 
aging in different ways. Psychomotor speed, word retrieval (ability to retrieve the sound or 
phonology of words), executive functions, and episodic memory decline with normal aging 
(Horn and Cattell, 1967; Burke and Mackay, 1997; Christensen, 2001). However, other facets 
such as semantic memory remain fairly intact. Differences in the cognitive functions 
between individuals become greater with aging. 
Cognitive functioning involves most often several domains working together, but many 
tests are available for evaluating cognition by focusing on one specific cognitive function. A 
person’s score on a test is usually compared to a general population normative sample, 
although age or level of education can be taken into account. A broad range of cognitive 
tests are available for the assessment of elderly or patients with dementia (Burns et al., 
1999); one of the most extensively used tests is the Mini-Mental State Examination (MMSE) 
(Folstein et al., 1975), with a range from 0 to 30 points. 
2.1.2 Cognition between normal aging and dementia 
Several concepts have been formulated to deal with the grey zone between normal 
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(MCI) is the most widely used concept at the moment, and it refers to those individuals 
with subjective memory or cognitive symptoms, objective memory or cognitive 
impairment, and whose Activities of Daily Living (ADL) are generally normal (Werner and 
Korczyn, 2008; Burns and Iliffe, 2009). 
The definition of MCI has been modified over time, from focusing exclusively on 
memory (Petersen et al., 1999) to including impairments in other cognitive domains as well. 
Patients with MCI are neither normal nor demented (do not meet DSM-IV or ICD-10 
criteria for dementia), but they have cognitive decline, indicated by self and/or informant 
report and impairment on objective cognitive tasks and/or evidence of decline over time on 
objective cognitive tasks. Furthermore, they should have preserved basic activities of daily 
living/minimal impairment in complex instrumental functions (Winblad et al., 2004). 
Several types of MCI have been described in the literature: amnestic (memory deficit only), 
multidomain amnestic (deficit in memory plus other domains), multidomain non-amnestic 
(deficits in several domains but not memory), and single nonmemory (deficit in one non-
memory cognitive domain) (Winblad et al., 2004). 
The prevalence and incidence of MCI tend to vary between studies, depending on the 
type of population being examined (i.e. higher in clinic-based populations compared to the 
general population). The prevalence of MCI ranges between 1.0 and 11.1%, and the 
incidence between 8.5 and 25.9 per 1000 person-years when considering population-based 
studies assessed by the original or revised Mayo Clinic criteria for amnestic MCI 
(Caracciolo, 2011). 
Patients with MCI progress more often to AD or to other dementias than older adults 
without objective evidence of cognitive impairment. However, a substantial variation in the 
annual conversion rates (ACRs) from MCI to AD has been observed across studies ranging 
from 3.0% to over 50.0% in samples defined according to the Mayo Clinic diagnostic criteria 
for MCI; the average ACR has been estimated to be 8.1% in clinical settings and 6.8% in 
population-based studies (Mitchell and Shiri-Feshki, 2009). Patients with amnestic MCI 
tend to progress more to AD, while those with other MCI types may progress to other 
dementias, remain stable or sometimes even improve (Winblad et al., 2004; Maioli et al., 
2007). Recently, it has been postulated that the whole brain atrophy rate can predict clinical 
progression from MCI to AD (Spulber et al., 2010). 
The concept of Vascular Cognitive Impairment (VCI) was formulated to reflect the 
effects of cerebrovascular disease (CBVD) on cognition (Erkinjuntti and Gauthier, 2009). 
VCI includes all levels of cognitive decline from mild deficits in one or more cognitive 
domains to a broad dementia-like syndrome. Deciding whether a patient has MCI or VCI is 
not straightforward, considering that Alzheimer and vascular pathology often co-exist and 
interact with one another (Snowdon et al., 1997). 
2.1.3 Definition and occurrence of dementia 
Dementia is a syndrome that is characterized by deficits in memory and other cognitive 
functions (aphasia, apraxia, agnosia, or executive dysfunction) that are severe enough to 
cause significant impairment in social or occupational functioning and represent a 
significant decline from a previous level of functioning (American Psychiatric Association, 
1994). 
There are several classifications for the diagnosis of dementia, with the currently used 
Diagnostic and Statistical Manual of Mental Disorders, IV edition (DSM-IV) (American 
Psychiatric Association, 1994), as well as International Classification of Diseases, 10th 
revision (ICD-10) (World Health Organization, 1993). In different classification systems the 
core factors are similar, but they differ from each other in some details and this can lead to 
different estimates in the numbers of the demented persons (Erkinjuntti et al., 1997; 
Wancata et al., 2007). Different types of dementia have been associated with distinct 
symptom patterns and distinguishing microscopic brain abnormalities (Alzheimer’s 




epidemiological observation and autopsy studies that many people have brain 
abnormalities associated with more than one type of dementia. The symptoms of different 
types of dementia also overlap and these can be further complicated by co-existing medical 
conditions. 
Dementia has become a focus of great public health interest during the past decades, as 
the world population is aging. In the 2010 World Alzheimer Report, Alzheimer’s Disease 
International estimated that there are 35.6 million people living with dementia worldwide 
in 2010, this will increase to 65.7 million by 2030 and to 115.4 million by 2050 
(http://www.alz.co.uk/research/files/WorldAlzheimerReport2010.pdf). Nearly two-thirds 
live in low and middle income countries, where the sharpest increases in numbers are set to 
occur. 
2.1.4 Alzheimer’s disease 
In 1906, Dr. Alois Alzheimer described a 51-year old female patient called Auguste D(eter) 
with a 5-year history of progressive cognitive impairment, focal symptoms, hallucinations, 
delusions, and social incapability (Maurer et al., 1997; Maurer, 2006). At autopsy, he 
observed (extracellular) amyloid plaques, (intracellular) neurofibrillary tangles (NFT), and 
arteriosclerotic changes in her brain. Later on, the disease became known as Alzheimer's 
disease (AD). 
Nowadays, AD is considered to be the most common form of dementia, accounting for 
about two-thirds of all cases (Nussbaum and Ellis, 2003; Fratiglioni et al., 2007). In 2006, 
hundred years from the description of the first AD patient, approximately 26.6 million 
people worldwide suffered from AD (Brookmeyer et al., 2007). At present in 2009, the 
estimated worldwide prevalence of AD is 29.2 million cases (Brookmeyer et al., 
http://www.biostat.jhsph.edu/project/globalAD/ourfindings.htm). Due to the expanding 
life expectancy, the global prevalence of AD is expected to quadruple by 2050 to more than 
100 million, meaning that 1 in every 85 human beings will be affected by this disease 
(Brookmeyer et al., 2007). It is also estimated that about 40 % of those AD patients will need 
a high level of care in the later stage of the disease, which will place an enormous burden 
on healthcare resources. 
Despite the still ongoing debate concerning the exact cause(s) of AD, the amyloid 
hypothesis has been the most well-defined and best studied conceptual framework for the 
disease since the early 1990s. According to the amyloid hypothesis, AD is the final result of 
increased production or impaired clearance of Aβ peptides generated by the processing of 
amyloid precursor protein (APP), a membrane protein abundantly expressed in the brain 
(Pimplikar, 2009). Aβ1–40 is the most frequent form of Aβ, but the Aβ1–42 and Aβ1–43 forms 
have a higher propensity to aggregate and these forms are greatly enriched in amyloid 
deposits (Cappai and Barnham, 2008; Welander et al., 2009). The amyloid hypothesis has 
undergone several modifications over time, mainly concerning the type of Aβ causing AD: 
amyloid plaques were the initial focus of interest, but later protofibrils, followed by 
increased concentrations of Aβ1–42, then increased Aβ1-42:Aβ1–40 ratio, and currently 
oligomeric Aβ have attracted attention (Pimplikar, 2009). However, there is more to AD 
than simply amyloid and more to amyloid than disease (Holmes et al, 2008; Pimplikar, 
2009). 
The diagnosis of AD is based on a typical clinical picture and specific findings. In AD 
research, the most often used classification criteria are those established by the National 
Institute of Neurological and Communicative Disorders and Stroke and the Alzheimer’s 
Disease and Related Disorders Association (NINCDS-ADRDA) (McKhann et al., 1984). 
These criteria serve as a guide for the clinical diagnosis of possible, probable, and definite 
AD. The NINCDS-ADRDA criteria for probable AD diagnosis include 1) dementia 
established by clinical examination, and documented by a standard test of cognitive 
function, and confirmed by neuropsychological tests, 2) significant deficiencies in two or 




functions, 4) no loss of consciousness, 5) onset between ages 40 and 90, typically after age 
65, and 6) no other diseases or disorders that could account for the loss of memory or 
cognition. 
However, the NINCDS-ADRDA criteria are now nearly 30 years old, and work is 
currently ongoing to update them. In the recently published DSM-5 (American Psychiatric 
Association, 2013), dementia has been replaced by the term Major Neurocognitive Disorder, 
and a diagnosis of Mild Neurocognitive Disorder has also been added. Mild and Major 
Neurocognitive Disorder no longer certify that memory has to be the compulsory central 
domain of cognitive impairment, as do the criteria for dementia in ICD-10 and DSM-IV. 
There is additionally a diagnosis of Major or Mild Neurocognitive Disorder due to multiple 
etiologies, acknowledging the role of mixed brain pathologies in cognitive impairment at 
older ages. AD diagnosis is focused on memory impairment, but the non-memory features 
are also mentioned. Epidemiological studies will be needed to establish what types of 
pathologies are actually diagnosed as Minor or Major Neurocognitive Disorder, their risk 
factors and prognosis. The updated 11th edition of ICD is expected to be published during 
2015. 
In addition to the DSM-5 criteria, there are two other sets of proposed criteria for use in 
research (Dubois et al., 2007; Jack et al., 2011). In these criteria, the focus has shifted from 
dementia to pre-dementia stages, and from clinically oriented to more biologically-focused 
criteria proposals (i.e. cerebrospinal fluid (CSF), neuroimaging, and genetic markers). It is 
also acknowledged that the correspondence between clinical symptoms and 
neuropathological processes is not as close as previously believed (Jack et al., 2011). While 
previous diagnostic criteria use a two-step approach (first dementia is diagnosed, then the 
type of dementia is identified), the aim of newer criteria proposals is to directly identify the 
disease causing cognitive impairment. The possibility of asymptomatic AD (or preclinical 
AD) has been discussed (Table 1). 
 
Table 1. The 3 stages of AD identified by new proposed diagnostic criteria. 
Disease stage Symptoms Practical significance 
Pre-clinical AD Asymptomatic stage. Changes in biomarkers 
representing the earliest signs of disease 
before the onset of clinical symptoms. 
Currently no diagnostic criteria 
available for this stage. Recent 
recommendations indicate research 
directions enabling the identification 
of pre-clinical AD in the future. 
MCI due to AD Mild impairment in memory and/or other 
cognitive functions. The impairment can be 
objectively measured by cognitive testing, but 
is not severe enough to have a major impact 
on daily life activities. More complex 
instrumental activities may be slightly affected.  
Biomarkers as additional indicators of disease. 
In the future, biomarkers may be 
helpful for identifying patients with 
AD pathology who need to be 
followed-up and treated. 
Dementia due 
to AD 
Memory problems and other cognitive and 
behavioural symptoms affecting daily activities. 
The memory impairment may or may not be 
the central symptom. 
Biomarkers as possible addition. 
Probable AD diagnosis can be made 
based on clinical symptoms, and 
biomarkers can contribute to 
increasing the diagnostic certainty. 
 
Abbreviations: AD = Alzheimer’s disease; MCI = mild cognitive impairment. 
Adapted from Kivipelto et al., 2011. 
 
Another important trend in clinical practice and also in research has been the increased 




(BPSD) (Burns et al., 2002; Burns, 2003; Robert et al., 2005; Burns and Iliffe, 2009). BPSD can 
include mood changes (i.e. depression), personality changes, delusions, hallucinations, 
misidentifications, and behaviours such as aimless and restless activities, and wandering. 
2.1.5 Other dementias 
2.1.5.1 Vascular dementia and concept of “mixed dementia” 
Vascular dementia (VaD) is a heterogeneous clinical entity (Nagata et al., 2007) including 
loss of cognitive function caused by ischemic, hypoperfusive, or hemorrhagic brain lesions 
due to CBVD or cardiovascular pathology (Román, 2003). Early and severe deficits in 
executive function are commonly seen, but memory may be only mildly affected or remain 
intact. In VaD, gait is also typically disturbed; it turns into a shuffling gait with short steps. 
VaD is recognized as the second most prevalent type of dementia (Lobo et al., 2000; 
Román, 2003) accounting for 15-25% of all dementia cases worldwide (Qiu et al., 2007). The 
prevalence rates vary highly; this variability may be partly explained by the differences in 
the research cohorts and the diagnostic criteria being applied (Grinberg and Heinsen, 2010). 
Currently, the prevalence of VaD is stated to range from 4.5 to 39.0% in clinical studies and 
from 0.03 to 85.2% in neuropathological studies with real means of 8-15% in Western series; 
in Japanese geriatric hospitals the prevalence of VaD has been reported to be between 23.6 
and 35.0% (Jellinger, 2008). 
To date, postmortem examination is required for the diagnosis of “definite” VaD, but in 
order to establish the prevalence of cognitive decline caused by vascular changes and their 
consequences, it is crucial to have a sensitive and specific diagnostic tool that can be 
applied during life (Grinberg and Heinsen, 2010). At present, there are no widely accepted 
neuropathological criteria for VaD (Jellinger, 2008). The criteria by the National Institute of 
Neurological Disorders and Stroke – the Association Internationale pour la Recherché et 
l'Enseignement en Neurosciences (NINDS-AIREN) (Román et al., 1993) were proposed for 
clinical research purposes; these are currently the most widely employed in the clinical 
settings as well as in research fields (Nagata et al., 2007). However, the clinical diagnosis of 
VaD is also complicated by the current conceptual dichotomy between AD and VaD, and 
the lack of clarification of the concepts of “AD with CBVD” or “mixed dementia” (Jellinger 
and Attems, 2007). 
Especially among the subjects older than 65 years, some degree of neurodegenerative 
and vascular changes may coexist (Agüero-Torres and Winblad, 2000; Grinberg and 
Heinsen, 2010), and a 3.4 to 73.0% overlap between AD and VaD has been reported 
(Jellinger, 2009). The strict dichotomy between VaD and AD is often difficult to discern, and 
in fact, “mixed” dementia (AD with vascular encephalopathy) may be more common than 
pure AD and pure VaD (Neuropathology Group, 2001; Kalaria 2002). 
2.1.5.2 Other dementia subtypes 
After AD and VaD, the other most common types of dementia include dementia with Lewy 
bodies (DLB) (McKeith et al., 2005; Dodel et al., 2008), frontotemporal dementia (FTD) 
(Neary et al., 2005) and Parkinson’s disease with dementia (PDD) (Emre et al., 2007; Dodel 
et al., 2008). Additionally, there are a number of other disorders that may lead to dementia. 
These include dementias secondary to disease, such as HIV-associated dementia (Kaul et 
al., 2005), alcohol-related dementia (ARD) (Oslin et al., 1998), or dementia due to normal 
pressure hydrocephalus (Relkin et al., 2005), hyperhomocysteinemia (high plasma total 
homocysteine concentration, a surrogate marker for folate, vitamin B12 or vitamin B6 
deficiency) (Werder, 2010), depression (Caraci et al., 2010), thyroid dysfunction (either 
hypo- or hyperthyroidism) (Tan and Vasan, 2009) or prion diseases, including sporadic, 
inherited (familial), or acquired (iatrogenic or variant) forms of Creutzfeldt-Jakob disease 




as the focus of this thesis will be on dementia as a whole and specifically AD therefore 
other forms of dementias will not be discussed further. 
2.2 COGNITIVE IMPAIRMENT: NON-DIETARY RISK AND PROTECTIVE 
FACTORS 
Several studies have postulated that there are lifestyle-related measures which may prevent 
the development of cognitive impairment and dementia/AD (Flicker, 2010; Fratiglioni et al., 
2010; Williams et al., 2010; Aznar and Knudsen, 2011; Barnes and Yaffe, 2011; Ballard et al., 
2011; Solfrizzi et al., 2011a; Polidori and Pientka, 2012; Dye et al., 2012; Meraz-Ríos et al., 
2013; Gao et al., 2013). Table 2 summarizes some of the proposed risk and protective factors 
that will be addressed in chapters 2.2 and 2.4. Many of  these factors are non-modifiable, such as 
genes and age, whereas modifiable risk or protective factors are related to lifestyle habits 
and vascular factors. However, the exact mechanisms by which these factors contribute to 
the development of cognitive impairment and/or dementia/AD remain unclear partly due 
to the fact that one cannot perform a randomized controlled trial (RCT) and also to the lack 
of homogeneous exposure and outcome measures (Williams et al., 2010; Polidori and 
Pientka, 2012). Rigorous research methods to identify early risk or protective factors with 
confidence are needed for drafting effective guidelines in this field. Additionally, 
improvement is needed in the control strategies e.g. against unhealthy lifestyle habits. 
 




Risk factors Protective factors 
Advanced age Vascular and metabolic Psychosocial 
  Cerebrovascular disease (CBVD)/   High education 
Genetic Stroke Social network 
 Family history  Cardiovascular disease (CVD)  Cognitive stimulation 
 ApoE ε4  Diabetes Mellitus (DM)   
 Other novel genes:  Hypertension Nutrition and lifestyle 
 (listed at  Hypercholesterolemia  Mediterranean diet 
 www.alzgene.org)  Obesity  PUFAs (e.g. in vegetable and fish oils) 
    MUFAs (e.g. in olive oil) 
 Psychosocial  Antioxidants (e.g. vitamins C and E) 
  Low education  Vitamins B12, folate, B6 
  Loneliness  Coffee 
   Moderate alcohol/wine consumption 
 Nutrition and lifestyle  Physical activity 
  Saturated fatty acids (SFAs)   
  Homocysteine Other 
  High alcohol consumption  Anti-hypertensive drugs 
  Smoking  Statins 
   Hormone replacement therapy (HRT) 
 Other  Non-steroidal anti-inflammatory drugs  
  Psychological stress/ depression  (NSAIDs) 
  Traumatic brain injury (TBI)   
  Respiratory diseases   
  Inflammation   
Abbreviations: ApoE = Apolipoprotein E; MUFA = monounsaturated fatty acid; PUFA = 




In addition to research on individual risk/protective factors, integrated risk assessment 
tools have also started to be formulated for dementia/AD. Based on the results from the 
CAIDE study in Finland, a midlife risk score for predicting dementia risk 20 years later was 
proposed (Kivipelto et al., 2006). The CAIDE Dementia Risk Score includes several factors 
such as age, sex, education, systolic blood pressure (SBP), body mass index (BMI), 
cholesterol and level of leisure-time physical activity (PA). The risk of dementia increases as 
the score increases in a dose-response trend, making it possible to identify individuals who 
may benefit from preventive interventions. The CAIDE Dementia Risk Score has been used 
to select participants for the ongoing Finnish Geriatric Intervention Study to Prevent 
Cognitive Impairment and Disability (FINGER) trial (Kivipelto et al., 2013). 
2.2.1 Age 
Advanced age is the most obvious risk factor for dementia and AD; with ageing the risk of 
AD doubles approximately every 5 to 6 years (Ziegler-Graham et al., 2008). Among 60-64 
years old individuals, the prevalence of dementia is around 1%, but beyond the age of 65 
the prevalence of dementia/AD increases exponentially such that up to half of 95 year olds 
are affected (Fratiglioni et al., 1999; Lobo et al., 2000; World Alzheimer Report 2009, 
http://www.alz.co.uk/research/files/WorldAlzheimerReport.pdf). The base case age-specific 
dementia percentages are 1.5% for individuals aged 65-69 years, 3% for 70-74, 6% for 75-79, 
13% for 80-84, 24% for 85-89, and 34% for 90-94 years (Fratiglioni and Rocca, 2001). 
2.2.2 Family history and genetic factors 
Another non-modifiable risk factor for AD is family history (Tanzi and Bertram, 2001; 
Bertram and Tanzi, 2005). A positive family history seems to be a consistent risk factor for 
AD, although the role of genetic risk factors seems to decrease with increasing onset age 
(Silverman et al., 2005; McMurtray et al., 2006), as opposed to the role of environmental risk 
factors. From a genetic standpoint, AD is a complex and heterogeneous disease, and 
appears to follow an age-related pattern (Bertram and Tanzi, 2005). 
2.2.2.1 Early-onset familial AD (EOFAD) 
Hereditary/familial AD is an early onset autosomal dominant disease with a very rare - 
below 0.1% - prevalence (Harvey et al., 2003), and it typically presents with onset ages 
younger than 65 years (Bertram and Tanzi, 2005). It is caused by mutations in the β-amyloid 
precursor protein (APP) gene on chromosome 21, presenilin-1 (PSEN1) gene on 
chromosome 14 and presenilin-2 (PSEN2) gene on chromosome 1 (Hardy, 1997; Bird, 2005; 
Goate, 2006). While these AD-causing mutations occur in 3 different genes located on 3 
different chromosomes, they all share a common biochemical pathway, i.e., the disturbed 
production of Aβ, which leads to a proportional overabundance of the Aβ42 species; this 
results eventually in neuronal cell death and dementia (Bertram and Tanzi, 2005). All 
individuals with Down syndrome carry an extra copy of chromosome 21 (codes APP) and 
usually develop AD by middle age (Mann and Esiri, 1989). 
2.2.2.2 Late-onset AD (LOAD) – the role of the Apolipoprotein E ε4 allele 
In contrast, the sporadic AD – predominant form of AD – is classically defined as AD with 
onset at age 65 years or older (Bertram and Tanzi, 2005). While this form of the disease has 
been shown to have a significant genetic background (Gatz et al., 2006), to date, only 1 
genetic susceptibility factor in sporadic and late-onset AD has been established, the ε4 allele 
of the apolipoprotein E (ApoE) gene on chromosome 19q13 (Bertram and Tanzi, 2005). The 
percentage of ApoE ε4 carriers is about 65-75% in sporadic AD cases, and may be up to 20% 
in all dementia cases (Crean et al., 2011), making it one of the most important risk factors 
for dementia and AD. 
ApoE is a glycoprotein of 299 amino acids with a molecular mass of ~34 kDa (Mahley 




nervous system (CNS) and an important component of plasma lipoproteins (de Chaves and 
Narayanaswami, 2008). The human ApoE gene, located on chromosome 19, has three 
different alleles (ε2, ε3, ε4), which are represented in the general population with 
frequencies of about 8%, 77% and 15%, respectively (Mahley and Rall, 2000; de Chaves and 
Narayanaswami, 2008). The frequencies may vary in different geographical areas and 
ethnic populations (Mahley and Rall, 2000; Schiele et al., 2000; Cedazo-Mínguez and 
Cowburn, 2001; Singh et al., 2006; Crean et al., 2011); e.g. the ε4 allele is more frequent in 
the Northern European countries (like Finland) than in Southern countries (Ehnholm et al., 
1986; Lehtimäki et al., 1990; Gerdes et al., 1992; Schiele et al., 2000; Crean et al., 2011). The 
possession of one ε4 allele increases the risk of AD from 2 to 3-fold, and having two ε4 
alleles has been associated with an up to 15-fold increase in the risk (Farrer et al., 1997). The 
ApoE ε4 allele represents a major susceptibility factor for AD across all ages between 40 
and 90 years, and in both men and women. However, carrying one or two copies of ε4 is 
neither necessary nor sufficient to actually cause AD (Tanzi and Bertram, 2005), but rather 
it has a major effect on lowering the age of onset of the disease (Meyer et al., 1998). ApoE’s 
influence, notably homozygosity for ε4, on the risk of AD is most evident primarily prior to 
age 70 years (Corder et al., 1993; Blacker et al., 1997; Silverman et al., 2005), whereas among 
the non-carriers of the ApoE ε4 allele the median age of AD onset is 84 years (Cedazo-
Mínguez, 2007). For the minor ApoE ε2 allele, a weak protective effect has been described 
in several studies (Bertram and Tanzi, 2005). 
2.2.2.3 Novel AD genes 
The four established AD genes (early-onset familial AD genes: APP, PSEN1, PSEN2, and 
late-onset AD risk factor: ApoE ε4) has been suggested to account for less than 30% of the 
genetic variance in age of onset for AD (Tanzi and Bertram, 2001). However, further studies 
with well-characterized families as well as unrelated patients and controls will be needed to 
identify the remaining approximate 70-80% of the unexplained genetic variants. Since the 
majority of AD occurs over the age of 70 years, it is important to search for additional genes 
involved in the development of AD beyond the age 70 (Blacker et al., 1997). 
There is currently a long list of genes that have been related to AD in many studies 
(http://www.alzgene.org). Remarkable progress has happened over the last four years (after 
2009), as large-scale genome-wide association studies (GWAS)  have replicated associations 
between LOAD and genes other than ApoE, including nine new genes ABCA7, BIN1, CD33, 
CD2AP, CLU, CR1, EPHA1, MS4A4A/MS4A4E/MS4A6E, and PICALM (Schellenberg and 
Montine, 2012; Barber, 2012). However, their role as risk factors for dementia/AD has not 
been clearly established due to the extensive variations in results between studies, and 
additional approaches will need to be applied to completely resolve AD genetics. 
Interestingly, some of the putative candidate genes are related to vascular factors, e.g. CYP46 
(cholesterol 24-hydroxylase), IDE (insulin-degrading enzyme) and ACE (angiotensin-
converting enzyme). 
2.2.3 Sex and ethnicity 
The role of sex is not entirely clear, but current studies suggest that women may be more 
susceptible than men to AD (Launer et al., 1999; Andersen et al., 1999; Fratiglioni et al., 
2000; Lobo et al., 2000; Di Carlo et al., 2002). 
Additionally, there might be ethnicity-related differences in suffering AD such that the 
prevalence of AD may be higher within African American and Hispanic populations as 
compared with Caucasians (Demirovic et al., 2003). It has been estimated that the 
prevalence of AD and other dementias among the > 65 years old African Americans is 
about twice and in Hispanics about 1.5 times greater than the rate among elderly whites 




2.2.4 Vascular factors and conditions 
Findings from several prospective cohort studies have indicated that hypertension (Launer 
et al., 2000; Kivipelto et al., 2001b; Kivipelto et al., 2002; Whitmer et al., 2005), 
hypercholesterolaemia/dyslipidaemia (Notkola et al., 1998; Kivipelto et al., 2001a; Kivipelto 
et al., 2002; Whitmer et al., 2005; Solomon et al., 2009), and type 2 diabetes mellitus (DM) 
(Whitmer et al., 2005) at midlife are highly and independently associated with an increased 
risk of late-life dementia and AD. Furthermore, an association has been detected between 
midlife overweight (BMI 25-30kg/m2) (Whitmer et al., 2007; Hassing et al., 2009; Xu et al., 
2011), obesity (BMI >30kg/m2) (Kivipelto et al., 2005; Whitmer et al., 2007; Beydoun et al., 
2008a; Xu et al., 2011), central obesity (Whitmer et al., 2008; Beydoun et al., 2008a; Gustafson 
et al., 2009) or weight changes (Beydoun et al., 2008a) and the increased risk for dementia 
and AD. 
Recently, it has been also claimed that the presence of multiple cardiovascular risk 
factors at midlife substantially increases the risk of late-life dementia in a dose dependent 
manner (Whitmer et al., 2005; Kivipelto et al., 2005; Kivipelto et al., 2006). Furthermore, an 
aetiological cluster of several cardiovascular disorders, the metabolic syndrome (MetS), 
which contains the components of obesity in general and central obesity, hypertension, 
dyslipidaemia, and type 2 DM, has been linked with an increased risk of dementia (Kalmijn 
et al., 2000) or AD (Vanhanen et al., 2006) or in the progression from MCI to dementia 
(Solfrizzi et al., 2011b). 
In contrast to midlife, the role of vascular factors at older ages in relation to the risk of 
cognitive impairment and dementia is less clear. Epidemiological studies with shorter 
follow-up times and with older populations have produced conflicting results, finding 
either no associations or even showing factors such as elevated blood pressure (Ruitenberg 
et al., 2001), high total cholesterol levels (Mielke et al., 2005; Reitz et al., 2010) or high BMI 
(Dahl et al., 2008) as “protective”. Risk profiles predicting the subsequent development of 
dementia also seem to be different between midlife (Kivipelto et al., 2006) and late-life 
(Barnes et al., 2009). Diseases leading to dementia usually have a long preclinical phase, 
and the current diagnostic criteria identify the symptoms only at a late stage. Thus it is 
difficult to distinguish between true risk relations and reverse causality at older ages. 
Several longitudinal population-based studies have reported a pattern of decline over time 
in blood pressure (BP), BMI and total plasma cholesterol in those individuals who 
subsequently develop cognitive impairment or dementia (Qiu et al., 2010). Another 
contributor to the conflicting findings is survival bias, e.g. people who are at the highest 
risk, may die at younger ages. 
Several cerebrovascular and cardiovascular conditions have also been related to 
dementia/AD, such as clinical stroke and asymptomatic CBVD (Qiu et al., 2010), atrial 
fibrillation (Ott et al., 1997; Bunch et al., 2010), heart failure, intracranial atherosclerosis 
(Dolan et al., 2010; Roher et al., 2011), and extensive peripheral atherosclerosis (Qiu et al., 
2010). 
2.3 NUTRITION: DIETARY ASSESSMENT AND RECOMMENDATIONS 
2.3.1 Dietary assessment 
Dietary assessment has become increasingly important in clinical trials and epidemiological 
studies. At the individual level, several methods can be used; the most common are 
presented in Table 3. When selecting a method, at least the target group, purpose of the 
study and available resources (e.g. skilled personnel, computer facilities, and finances) have 
to be taken into consideration (van Staveren et al., 1994). Briefly, the methods can be 
divided into two categories: record (prospective) and recall (retrospective) methods (Shils 
et al., 1998; Kroes et al., 2002). 
Record methods, such as food record or food diary, collect information on current intake 




record, the weights of all ingredients used in the preparation of the meals, uneaten waste, 
the total cooked weight of meal items, the cooked weight of the individual portion and 
plate waste are noted down. Other recording methods include telephone interviews, 
duplicate portion collection and analysis, and direct observation by either video recording 
or trained observers (Shils et al., 1998). As for recall methods, they reflect immediate past 
consumption, varying from intake over the previous day (24-hour recall) to usual food 
intake (dietary history or food frequency questionnaire, FFQ); the food quantities are 
usually assessed with household measures, food models, or photographs, and either in 
person or a telephone interview can be used (Kroes et al., 2002). A FFQ - qualitative, semi-
quantitative or completely quantitative - is a retrospective review of habitual (i.e. daily, 
weekly, monthly or yearly) intake frequency of food groups. All the methods require to be 
accompanied by specific data processing software to calculate the food and nutrient 
intakes, as well as by up-to-date food composition databases. 
 
 
Table 3. Some advantages and disadvantages of the main dietary assessment methods. 
Method Advantages  Disadvantages 
Record methods – current intake 
Food record 
or diary 
- Daily recording at the time of food 
consumption 
- Can provide recorded information on 
quantity of food, how food is 
prepared, and timing of meals/ snacks 
- Requires literacy skills of participants 
- Requires ability to measure/judge portion size; 
underreporting is common 
- Food intake may be altered 
- Sex differences exist (women more competent) 
- High costs of coding and analysis 






- Useful in clinical settings 
- Good reliability between interviewers 
- Relies on the short-term memory; in the elderly 
often unreliable. 
- May not represent usual intake nor reflect 
nutrient intakes for populations 
- A tendency to over- and underreport 
- Selective forgetting (e.g. fat and alcohol)  
- Requires interviewing skills and comprehensive 




- Easily standardized 
- Good overall picture of food intake; 
consists usually of 50-150 food items 
- Suitable for large populations 
- Inexpensive 
- Useful in studying the association of 
a specific food/foods and disease 
- Requires literacy skills 
- Requires knowledge of portion sizes 
- No meal pattern data, day-to-day variation, 
longer-term periods of intake, nor quantity-
estimation of specific nutrients 
- Researcher has to know well the current diet 




- Good description of usual intake 
- Good for longitudinal studies 
- Observes seasonal variations 
- Difficult to standardize 
- Time-consuming (1-2 h) 
- High costs of analysis 
 
According to: van Staveren et al., 1994; Shils et al., 1998; Kroes et al., 2002; Mahan et al., 
2008. 
 
Even though there are many methods with which to assess dietary intake, none of them 
is perfect, e.g. underreporting of amount and frequency of food intake is considerable in 24-




greater accuracy by counterbalancing the shortcomings of one method with the strengths of 
another (Kroes et al., 2002), and with several 24-h recalls the information about usual 
dietary intake can be improved to the level of semi-quantitative FFQs (Shils et al., 1998). 
Lately, promising advances in technology have made possible more sophicated techniques 
for recording dietary intake. Technology-based methods such as computers, web-based 
applications, modified palm and phone devices, may have exciting new possibilities for 
dietary assessment (Long et al., 2010). These techniques may reduce problems with literacy 
and with the burden of recording what has been consumed, but are more expensive than 
pen and paper methods and require knowledge and competence with the method used. 
In addition to dietary data collection with record or recall methods, one can use 
biochemical assessments based on blood or tissue concentrations of various compounds in 
foods e.g. these can be used for estimating alcohol consumption (due to tendency to 
underreport), intake of folic acid (due to instability), and the intake of nutrients the long-
term intakes of which are of particular interest, such as fatty acids (FAs), vitamin E and β-
carotene (Buzzard and Sievert, 1994). For example, n-3 polyunsaturated fatty acids (PUFAs) 
can be measured in adipose tissue, erythrocytes, plasma or serum, of which adipose tissue 
measurement is generally considered as the best way of assessing long-term FA intake, 
erythrocytes can provide an indication of the previous 120-d intake, and plasma FA assess 
consumption over the past few days or more (Øverby et al., 2009). Alternative biochemical - 
not necessarily specific to total fat intake - intake-sensitive indicators are fasting plasma 
triglyceride (TG) and plasma high-density lipoprotein (HDL) cholesterol levels, especially 
when overweight persons are included in the study (Willett et al., 2001). TG levels appear 
to be more sensitive than HDL-cholesterol; TG levels can be reduced by higher dietary fat 
(except trans-FAs [TFAs]) intake, whereas HDL-cholesterol levels will be elevated. 
However on the whole, a combination of dietary, biochemical, clinical, and anthropometric 
methods can be regarded as the “gold standard” in estimating individual nutritional status 
and for developing international dietary approaches (Shils et al., 1998). 
2.3.2 Nutrition recommendations in the Nordic Countries 
The Nordic countries have collaborated for several decades in setting guidelines for dietary 
composition and recommended intakes of nutrients for the general population. The Nordic 
Nutrition Recommendations are the main reference point for the various national nutrition 
recommendations in the Nordic countries; the current 5th edition of the NNRs (Nordic 
Council of Ministers, 2013) emphasizes the role of DPs and food groups that could 
contribute to the prevention of the major diet-related chronic diseases. The national Finnish 
Nutrion Recommendations (National Nutrition Council, 2014) mainly comply with the 
NNRs, while still taking into account Finns’ health and national culinary preferences; the 
goal is to improve the diet of the Finnish people and to benefit public health. 
Accorging to the current NNRs 2012 (Nordic Council of Ministers, 2013), the total fat 
intake should be 25-40 energy % (E%). It is also recommended that at a minimum 2/3 of the 
total FAs (expressed as triglycerides) should come from Cis-monounsaturated fatty acids 
(MUFAs) and cis-PUFAs: Cis-MUFAs should contribute 10-20E% and cis-PUFAs (sum of n-
6 and n-3) 5-10E%, including at least 1E% from n-3 FAs. The intake of saturated fatty acids 
(SFAs) plus TFAs should be reduced to a maximum of 1/3 of the total fat intake: the intake 
of SFAs should be <10E% and the intake of TFAs as low as possible. The recommended 
intake (RI) for total carbohydrate is 45-60E% (<10 E% added sugars) and for proteins 10-
20E% (≥65 years 15-20E%). RI for dietary fibre is at least 25-35g/day (>3g/MJ) from foods 
naturally rich in dietary fibre foods such as wholegrain, fruit and berries, vegetables and 
pulses. The consumption of alcohol should not exceed 5E% (~10g alcohol/day in women, 
~20g alcohol/day in men). The salt intake should be limited; the population target is 6g/day 
for adults. The RIs for the most essential micronutrients (i.e. vitamins and minerals) - 
expressed as average daily intakes over time - can be seen at the NNRs 2012 (Nordic 




10μg/day, for the elderly (≥75 years) it is more, 20μg/day. In general, the nutrient 
requirements can be met with a varied and balanced diet and using dietary supplements 
cannot be justified as a tool for adjusting an unbalanced diet, even though this might be 
needed by certain population groups or during certain life-stages. 
2.3.3 Finnish nutrition recommendations 
The new Finnish Nutrition Recommendations resemble closely the NNRs; an update-
process has recently being finalized (National Nutrition Council, 2014). The new 
recommendations emphasize that the share of fat in the daily energy intake should be 
raised (in the form of unsaturated fats), while the intake of carbohydrates should be slightly 
lowered, with a recommendation to obtain most carbohydrates from fiber rich foods. The 
recommended salt intake is a little lower, at no more than 5g/day, compared to 6g/day in 
the Nordic recommendations. The reduced consumption of red meats (beef, pork and 
lamb), processed meats and food containing a lot of SFAs is highly recommended. For the 
adults, the recommended daily intake for different vitamins is as follows: vitamin C 75mg, 
vitamin E 8/10mg in women[w]/in men[m], folate 300μg (400μg for women between 18 and 
30 years), vitamin B12 2μg, vitamin D 10μg (20μg after age 60 years), and vitamin A 
700/900μg (w/m). For essential minerals, the recommended daily intake is: magnesium 
280/350mg (w/m), potassium 3.1/3.5g (w/m), selenium 50/60μg (w/m), copper 0.9mg, zinc 
7/9mg (w/m), and calcium 800mg. 
These nutritional goals can be achieved in different ways e.g. choosing low-fat poultry 
and meat (≤4%), as well as low-fat (≤12%) and low-salt (≤1.5%) cold cuts, low-fat (≤ 1 %) 
milk and dairy (at least 500 ml/day) and 2-3 slices of low-fat and low-salt cheese daily; 
using vegetable oils and margarines instead of butter; consuming fish at least twice a week; 
consuming 5-6 portions of vegetables, fruits and berries daily (being equivalent to about 
500 grams/day [potato is not included]); consuming whole-grain products rich in fiber as 
part of all daily meals; using sugar sparingly; following regular frequency of meals; and 
keeping the daily alcohol consumption moderate, maximum 20 g/day (~2 alcohol units) in 
men and 10 g/day (~1 alcohol unit) in women. One alcohol unit is defined as 12 g of alcohol 
corresponding to the alcohol content in one bottle of beer (330 ml), one glass of wine (120 
ml) or one glass of spirits (40 ml). 
2.3.4 Current food consumption in Finland 
In Finland, the proportion of total fat in the diet has increased since 2007, being now 35E% 
in women and 36E% in men (Paturi et al., 2008; Raulio et al., 2013). The intake of SFA has 
constantly been more than recommended, and has even started to increase; the intake of 
SFA was 13.1-14E% in 2007 and 14.9-15.1E% in 2012 (women and men, respectively). In 
contrast, the intake of carbohydrates has decreased substantially (from 50.2 to 43.9E% in 
women and from 47.1 to 42.2E% in men), even though intake of sugar has remained at the 
same level (current intake of 10.0E% in women and 9.2E% in men). The smaller proportion 
of carbohydrates comes nowadays from bread and potato, and more from milk products. 
The intake of fiber was less than recommended among persons of working age (21g/day in 
women, 22g/day in men), but at the recommended level among the elderly when related to 
total energy intake (EI). Total EI from protein and alcohol were at the recommended level 
in both sexes, whereas the intake of salt has increased and is more than recommended 
(change from 6 to 6.5g/day in women, and from 8 to 8.9g/day in men). The intake of 
vitamins and essential minerals mainly meets the recommended levels; only the intakes of 
iron and folate among 25-64 years women, and intake of vitamin D among elderly women 
not using supplements were less than recommended. The whole report of the National 





2.4 COGNITIVE IMPAIRMENT: DIETARY RISK AND PROTECTIVE 
FACTORS 
2.4.1 Dietary lipids 
Dietary fats are a major source of energy (9 kcal/g) for the body (Otten et al., 2006; Mahan et 
al., 2008). Dietary fats are also essential for the digestion, absorption, and transport of the 
fat-soluble vitamins (A, D, E, and K) and phytochemicals such as carotenoids and 
lycopenes. Additionally, FAs function in cell signaling and alter the expression of specific 
genes involved in lipid and carbohydrate metabolism, and they may also serve as 
precursors or ligands for receptors that are important regulators of adipogenesis, 
inflammation, insulin action, and neurological function. 
Dietary lipids are mainly (~98%) in the form of triglycerides (glycerol esterified with 
three FA molecules), and the rest are in the form of phospholipids and sterols such as 
cholesterol (Otten et al., 2006; Mahan et al., 2008). FAs are rarely free in nature and almost 
always are linked to other molecules through their hydrophilic carboxylic acid head group 
(Mahan et al., 2008). FAs are classified according to the number of carbons, as well as the 
number and the position of the double bonds in the chain. Chain length and extent of 
saturation contribute to the melting temperature of a fat; in general, saturated fats are solid 
at the room temperature. Short-chain FAs contain 4-6, medium-chain FAs 8-14, and long-
chain FAs ≥16-20 carbons. In a SFA, all of the carbon binding sites not linked to another 
carbon are linked to hydrogen and are therefore saturated. There are no double bonds 
between carbons. Cis (hydrogen atoms are on the same side of the double bond) MUFAs 
contain only one double bond, and cis PUFAs at least two double bonds. TFAs are the 
common name for unsaturated FAs with the configuration of one hydrogen atom on 
opposite sides of the double bond. Only small amounts of fats are digested in the mouth 
with lingual lipase and in the stomach by gastric lipase, whereas fat digestion mostly takes 
place in the small intestine through pancreatic lipase (Mahan et al., 2008; Crupi et al., 2013). 
Short- and medium-chain FAs are absorbed via capillaries in the intestine directly into the 
blood, whereas longer-chain FAs are absorbed into enterocytes, which then re-esterify the 
free FAs. PUFAs include n-6 and n-3 FAs (n has been used in omega notation to refer to the 
placement of the first double bond counting from the methyl end; an alternative notation is 
ω), which humans cannot synthesize (Mahan et al., 2008). However, humans can synthesize 
linoleic acid (LA, 18:2n-6) to arachidonic acid (AA, 20:4n-6) and α-linolenic acid (18:3n-3) to 
eicosapentaenoic acid (EPA, 20:5n-3) and docosahexaenoic acid (DHA, 22:6n-3) through a 
progressive series of desaturation and elongation steps occurring in the liver. Even though, 
most of these long-chain PUFAs must be obtained directly from diet, since the conversion 
of short-chain n-3 FAs to the long-chain forms (DHA) is quite inefficient (<5%) in humans 
(Crupi et al., 2013). 
The food sources of SFAs tend to be animal-based foods, including whole milk, cream, 
butter, cheese, and fatty meats (Otten et al., 2006; http://www.fineli.fi). MUFAs are found in 
high amounts in canola/rapeseed oil, olive oil, high-oleic sunflower oil, high-oleic safflower 
oil, and animal products (proving about 50% of dietary MUFAs), primarily meat fat. Foods 
rich in n-6 PUFAs include nuts, seeds, and vegetable oils, such as sunflower, safflower, 
corn, and soybean oils (Otten et al., 2006; http://www.fineli.fi). N-3 PUFAs are found in fish 
and in vegetable oils, such as flaxseed, canola/rapeseed, and soybean oils. EPA and DHA 
are present mainly in fish and seafood but also in other animal foods, such as meat and 
eggs (Meyer et al., 2003). With respect to the fish types, dark-meat fish (e.g. salmon, 
mackerel, sardine, herring, trout, and tuna) contains higher DHA and EPA (0.2-1.8 g) per 
serving than light-meat fish (e.g. cod, and haddock; 0.1-0.2 g) or shellfish (e.g. lobster, 
scallop, and shrimp; 0.1-0.4 g) (Kris-Etherton et al., 2002). The present n-6/n-3 ratio in 
Western diets is approximately 15-20:1, while the optimal ratio has been estimated to be 2:1-
4:1 (Crupi et al., 2013). The minimum need of essential FAs (LA and α-linolenic acid) is 3 




Nutrition Council, 2014). TFAs are found in foods such as margarines and vegetable 
shortenings subjected to partial hydrogenation (i.e. artificial addition of hydrogen atoms to 
unsaturated oils to form a stable, solid fat) and different bakery products and fried foods 
prepared using partially hydrogenated oils (Otten et al., 2006; Mahan et al., 2008). In 
addition, milk, butter and meats contain TFAs, but at lower levels. Margarines, baking 
shortenings, and frying fats have traditionally contained up to 40-50% TFA, whereas 
ruminant fats contain 1-8% TFA (Craig-Schmidt, 2006). The predominant trans isomer in 
ruminant fats is vaccenic acid (C18:1n11t) in contrast to the commercially hydrogenated 
vegetable fat in which the predominant isomers are elaidic acid (C18:1n-9t) and C18:1n10t. 
Cholesterol has an important role in steroid hormone and bile acid biosynthesis, and it is 
also an essential component of cell membranes (Otten et al., 2006). All tissues can 
synthesize enough cholesterol to meet their structural and metabolic needs. There is thus no 
evidence for a biological requirement for dietary cholesterol. Although no Estimate 
Average Requirement (EAR), Recommended Dietary Allowance (RDA), or Adequate 
Intake (AI) has been set for cholesterol, it is generally recommended that people maintain 
their dietary cholesterol intake as low as possible, while having a diet that is adequate in all 
of the required nutrients. There are large amounts of cholesterol in egg yolk, roe, and liver 
as well as in some other foods (http://www.fineli.fi). 
According to the diet–heart paradigm, consumption of SFA raises total cholesterol and 
low-density lipoprotein (LDL) cholesterol levels, increasing the risk of coronary heart 
disease (CHD). In contrast, PUFAs, and in particular vegetable oils, can reduce the risk of 
CHD (i.e. American Heart Association, http://www.heart.org). Moreover, clinical and 
epidemiological studies suggest that a higher intake of TFAs can be associated with an 
increased risk of CHD, cancer, and other chronic diseases (including type 2 DM and 
allergies) (Mahan et al., 2008). 
The relationships between dietary fats and blood lipid levels are not straightforward. For 
example, there is heterogeneity in circulating lipid concentrations in response to dietary 
PUFAs, and genetic factors may partly explain this phenomenon (Fontaine-Bisson et al., 
2007). An increase of 100 mg/day of dietary cholesterol has been predicted to result in a 
0.05-0.1 mmol/l increase in total serum cholesterol, of which about 80% is in the LDL-
cholesterol form (Otten et al., 2006). However, cholesterol absorption status is an important 
factor determining the responsiveness to dietary changes. In a recent study investigating 
the effects of a shift from a Western-type diet to a combined low-fat, low-
cholesterol/Mediterranean-type diet, a significant lowering of LDL-cholesterol was seen 
only in those participants with a low cholesterol absorption status (Wolff et al., 2011). The 
synthesis/absorption balance for cholesterol was postulated to be an intrinsic trait of the 
participants, and was not noticeably altered by the change in the diet. 
2.4.1.1 Fatty acids and cognition 
The long-term effects of dietary FAs for cognitive functions have been studied with 
somewhat varying results. Some studies have defined cognitive status with the focus on 
cognitive decline or MCI, while others have focused on evaluating the role of dietary fats 
on the level of cognitive performance in the non-demented or cognitively normal 
population. The main longitudinal population-based studies investigating the association 
between dietary fat intake and cognition are presented in Table 4. Most of the studies that 
have assessed changes in cognition prospectively have generally had short follow-up times, 
from 1.5 to 8.5 years, and only few studies completed recently have had follow-up times 
more than 10 years. Additionally, six studies have consisted of women only and three 
studies of men exclusively, thus generalization of the results to the whole population 
including both sexes needs to be done with caution. 
Dietary SFAs and/or trans-unsaturated FAs have been reported as risk factors for a 
cognitive decline in some (Morris et al., 2004; Devore et al., 2009a, Okereke et al., 2012), but 




amounts of copper, SFA and TFA could be related to a faster rate of cognitive decline 
(Morris et al., 2006a). However, also conflicting results exist at least for animal fats possibly 
due to small amounts of SFA consumed daily (Vercambre et al., 2009). Dietary cholesterol 
intake has not been associated with cognitive change in longitudinal studies (Morris et al., 
2004). In contrast, high MUFA intake has been associated with better cognitive performance 
or less cognitive decline in several studies (Morris et al., 2004; Solfrizzi et al., 2006a; Devore 
et al., 2009a; Vercambre et al., 2010; Naqvi et al., 2011; Okereke et al., 2012). Furthermore, a 
high PUFA intake has been reported to have beneficial effects on cognitive function in some 
(Solfrizzi et al., 2006a; Vercambre et al., 2010), but not in all studies (Solfrizzi et al., 2006b; 
Roberts et al., 2010a, Okereke et al., 2012), and even some opposite results exist, especially 
for n-6 PUFA (mainly linoleic acid) containing seed oils (Psaltopoulou et al., 2008). 
So far, epidemiological evidence, although inconclusive (Kalmijn et al., 1997a; Morris et 
al., 2005a; van de Rest et al., 2009; Roberts et al., 2010a), does point to a protective effect of 
dietary n-3 PUFA intake against poor cognition (van Gelder et al., 2007a; Beydoun et al., 
2008b; Vercambre et al., 2009; Kesse-Guyot et al,. 2011). Pure fish consumption has been 
associated positively with cognition in four studies (Morris et al., 2005a; van Gelder et al., 
2007a; Vercambre et al., 2009; Kim et al., 2013), two found borderline significant results 
(Kalmijn et al., 1997a; Kesse-Guyot et al., 2011), whereas the other three found no 
associations (Psaltopoulou et al., 2008; van de Rest et al., 2009; Gao et al., 2011). It has been 
also proposed that the benefits of seafood may depend on the type of seafood: it has been 
shown that consumption of tuna and dark-meat finfish at least once/week is related to 
better performance on verbal memory, whereas consumption of light-meat finfish or 
shellfish displayed no associations with cognition (Kim et al., 2013). Additionally, high 
dietary PUFA-SFA (Morris et al., 2004; Devore et al., 2009a) and n-3 to n-6 FA ratios 
(Beydoun et al., 2008b; Vercambre et al., 2009) have been related to smaller cognitive 
decline. Moreover, daily supplemental intake of n-3 PUFAs has been associated with a 
lower risk of cognitive decline in the Singapore Longitudinal Aging Studies (SLAS) among 
1475 Chinese ≥55 year old adults during a 1.5-year follow-up (Gao et al., 2011). 
In addition, dietary information assessed with food frequency questionnaires (FFQs), a 
few long-term follow-up studies have investigated FA levels by blood analyses i.e. studied 
the association between plasma and erythrocyte FA composition with cognition. In these 
prospective studies, higher levels of plasma and erythrocyte n-3 FAs have been related to a 
lessened decline in the speed-related (sensorimotor and complex speed) cognitive domains 
in the FACIT trial over 3 years (Dullemeijer et al., 2007), with a reduced risk of cognitive 
decline in the Etude du Vieillissement Artériel (EVA) study within 4 years (Heude et al., 
2003) or a decline in verbal fluency in the Atherosclerosis Risk in Communities (ARIC) 
study during a 6-year follow-up among hypertensive (Beydoun et al., 2008b) as well as 
dyslipidemic subjects (Beydoun et al., 2007). In the Three-City (3C) Study, higher plasma 
levels of EPA, but not DHA, was associated with lower gray matter atrophy of the right 
hippocampal/parahippocampal area and of the right amygdala; the latter being further 
related to smaller 4-year decline in semantic memory performances (Samieri et al., 2012). In 
the Birth cohort study from Scotland, cognitive benefits of high erythrocyte n-3 PUFA levels 
were seen only among the ApoE ε4 allele non-carriers (Whalley et al., 2008). However, in 
the Women’s Health Initiative Study of Cognitive Aging (WHISCA) over a median follow-
up of 5.9 years, no association was detected between red blood cell DHA + EPA levels and 
cognitive decline (Ammann et al., 2013). Furthermore, higher proportions of both stearic 
acid (a type of SFA, 18:0) and total n-6 PUFAs, and smaller ratios of n-3 to n-6 FAs and 
DHA to arachidonic acid (AA) have been associated with a greater risk of cognitive decline 
(Heude et al., 2003). Surprisingly, also a higher EPA concentration has been related to 
cognitive impairment in the Canadian Study of Health and Aging (CSHA) during a 5-year 
follow-up (Laurin et al., 2003). Moreover, greater palmitic acid (SFA) and AA (n-6 PUFA) 
concentrations and a lower amount of linoleic acid (n-6 PUFA) may increase the risk of a 
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2.4.1.2 Fatty acids and dementia/AD 
Table 5 provides information about the main longitudinal population-based studies having 
investigated the association between dietary fat intake and dementia/AD risk. Total fat 
intake has been reported as a risk factor for dementia/AD (Kalmijn et al., 1997b), especially 
among the ApoE ε4 allele carriers (Luchsinger et al., 2002), but also inconsistent results exist 
(Engelhart et al., 2002a; Morris et al., 2003a). Intakes of SFA and/or trans-FAs have been 
linked also to an increased risk of dementia/AD (Morris et al., 2003a), or there has been a 
tendency towards a higher risk for dementia/AD in some (Kalmijn et al., 1997b), but not in 
all studies (Engelhart et al., 2002a). Cholesterol intake has shown a tendency to increase the 
risk of dementia in one study (Kalmijn et al., 1997b), whereas the other two found no such 
association (Engelhart et al., 2002a; Morris et al., 2003a). 
In contrast, consumption of unsaturated fats like vegetable fats, MUFAs or n-6 PUFAs or 
high PUFA-SFA ratio (Morris et al., 2003a), or high total n-3 PUFA and DHA intake (Morris 
et al., 2003b) may decrease the risk of dementia/AD, although there is still doubt on this 
presumption (Engelhart et al., 2002a; Barberger-Gateau et al., 2007; Devore et al., 2009b); 
EPA intake has not been associated with dementia/AD (Morris et al., 2003b; Devore et al., 
2009b). Fish consumption has been associated in several prospective cohort studies with a 
reduced risk of dementia/AD (Kalmijn et al., 1997b), when consumed at least once a week 
(Barberger-Gateau et al., 2002; Morris et al., 2003b; Barberger-Gateau et al., 2007) or more 
than twice a week (Huang et al., 2005; Schaefer et al., 2006), even though also here some 
inconsistent results exist (Devore et al., 2009b). It has been also reported that this positive 
effect of fish may be more pronounced among the ApoE ε4 allele non-carriers (Huang et al., 
2005; Barberger-Gateau et al., 2007). Intakes of animal fat (Morris et al., 2003a) or meat 
(Barberger-Gateau et al., 2002; Barberger-Gateau et al., 2007) have shown no association 
with dementia/AD. 
Additionally, several long-term follow-up studies have investigated the association of 
FA levels measured with blood analyses to the risk of dementia/AD. In these prospective 
studies, a high plasma/serum DHA level has been related to a reduced risk of dementia/AD 
in the Framingham Heart Study over 9.1 years (Schaefer et al., 2006) and in the study of 
elderly American subjects during a 10-year follow-up (Kyle et al., 1999), but also 
inconsistent (Samieri et al., 2008, Kröger et al., 2009) and even a tendency towards reverse 
(Laurin et al., 2003) results exist. Furthermore, a high plasma EPA concentration has been 
associated with a decreased risk of dementia in the Three-City Study with a 4-year follow-
up (Samieri et al., 2008), but the other studies have found no association (Kyle et al., 1999; 
Schaefer et al., 2006, Kröger et al., 2009). Surprisingly, the high serum SFA level has also 
been associated with a decreased risk of AD in the Uppsala Longitudinal Study of Adult 
Men (ULSAM) over 35 years follow-up, whereas n-3 FAs showed no associations with 
dementia/AD (Rönnemaa et al., 2012). In contrast, high plasma n-6 to n-3 ratio and high AA 
to DHA ratio (Samieri et al., 2008) have been associated with an increased risk of dementia. 
However, the results concerning plasma total n-3 FAs have so far been unclear (Samieri et 
al., 2008; Kröger et al., 2009) or even confusing so that high plasma concentration of total n-

























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































2.4.1.3 Supplementation with fatty acids and randomized controlled trials 
There have been several double-blind randomized controlled trials (RCTs) investigating the 
effects of n-3 FA supplements to cognitive endpoints in elderly persons (healthy/at increased 
vascular risk), but so far, they have shown inconsistent results. One RCT from the 
Netherlands involving 302 cognitively healthy individuals receiving either 1800 mg/d or 
400 mg/d EPA-DHA or placebo (sunflower oil containing mainly oleic acid, C18:1n-9) 
capsules for 26 weeks, found no overall effect of EPA and DHA supplementation on 
cognitive performance (van de Rest et al., 2008). In the Older People And n-3 Long-chain 
PUFAs (OPAL) RCT from the United Kingdom (n = 867) subjects assigned either to daily 
capsules of fish-oil providing 200mg EPA plus 500mg DHA or to placebo (olive oil rich in 
n-9 FAs) for 2 years also did not display any change in cognitive function (Dangour et al., 
2010a). In the SUpplementation with FOLate, vitamins B-6 and B-12 and/or OMega-3 FAs 
(SU.FOL.OM3) RCT conducted in France examined 1748 subjects with a history of MI, 
unstable angina, or ischemic stroke likewise found no significant main effects of EPA and 
DHA (600 mg) in a 2:1 ratio on cognitive function within 4 years (Andreeva et al., 2011). 
Conversely, one small American RCT involving 49 women randomized to receiving either 
DHA (800 mg/d), lutein (a common dietary carotenoid, 12 mg/d), a combination of DHA 
and lutein or placebo for 4 months, found that verbal fluency was improved in the DHA, 
lutein, and the combined treatment groups, and additionally in the combined treatment 
group, subjects’ memory scores and rate of learning were improved (Johnson et al., 2008). 
In the PREDIMED-NAVARRA RCT (n=268, at high vascular risk) an extra-virgin olive oil 
(EVOO)-rich MedDiet resulted in a better cognitive function (especially across fluency and 
memory tasks) and also MCI was less common in comparison with a control low-fat diet, 
whereas participants assigned to MedDiet+Nuts did not differ from controls after 6.5 years 
(Martínez-Lapiscina et al., 2013). Additionally, a randomized cross-over study from 
Sweden (n=38) found that daily supplementation of n-3 PUFA from fish oil (1000 mg fish 
oil, of which 600 mg was n-3 PUFA [EPA 300 mg, DHA 210 mg and 90 mg unspecified]) 
compared to non-oil based placebo over five weeks significantly improved cognitive 
functions (working memory capacity) in healthy subjects (Nilsson et al., 2012). 
Furthermore, a large (n = 1200) multidomain trial for primary prevention of cognitive 
decline in the elderly including exercise, nutrition, psychological counselling and 800mg 
DHA/d over 3 years is ongoing in France (Cole et al., 2010), and the results will become 
available in the near future. 
Further, several double-blind RCTs have been done in cognitively impaired or demented 
persons to clarify whether supplements can slow the rate of impairment. A 24-week RCT 
conducted at 19 clinical sites in the USA among 485 healthy subjects with mild memory 
complaints found that daily supplementation with 900 mg DHA improved learning and 
episodic memory function compared with placebo (50% corn oil and 50% soy oil), but did 
not achieve any changes in working memory or executive function (Yurko-Mauro et al., 
2010). One RCT (n=100) found that AD patients who took a preparation of essential FAs for 
4 weeks improved their short-term memory as compared with patients who consumed 
placebo (Yehuda et al., 1996). Additionally, OmegAD study consisting of 174 AD patients 
(whose conditions were stable while receiving acetylcholine esterase inhibitor treatment 
and who had a MMSE score of ≥15 points) obtained positive effects from 6 months’ 
supplementation with 1.7 g of DHA/d and 0.6 g of EPA/d on delayed word recall and 
attention, but only in individuals with very mild AD (MMSE >27 points and CDR of 0.5-1, 
n=32) (Freund-Levi et al., 2006). In a multi-country, multi-center RCT, the Souvenir I study 
(n=199), consumption of “medical food, Souvenaid” consisting of several different 
nutrients, including n-3 FAs (EPA and DHA), choline, and vitamins E, C and B12, improved 
memory performance as measured by delayed verbal recall testing among mild AD 
patients after 12 weeks (Scheltens et al., 2010). Recently, this finding has been confirmed 




Neuropsychological Test Battery (NTB) memory domain composite score (from five 
neuropsychological memory tasks) (Scheltens et al., 2012). Furthermore the recent 6-month 
RCT from Australia found that verbal fluency was improved in the DHA supplemented 
group (1.55 g DHA + 0.40 g EPA/d; n=18) compared with the placebo group (n=15) in 
subjects with MCI (Sinn et al., 2012). Similarly, fish oil supplementation (1.3g DHA + 0.45g 
EPA/d; n=17) was related to improvement in memory function (particularly short-term and 
working memory, immediate verbal memory and delayed recall capability) compared with 
the placebo group (n=18) in a 12-month RCT from Malaysia among elderly people with 
MCI (Lee et al., 2013). Additionally, in a 12-weeks RCT from Italy conducted in elderly 
people with MCI, a significant improvement in the MMSE score and a positive trend in the 
semantic verbal fluency were seen among the combination-supplemented group (720mg 
DHA + 286mg EPA + 16mg vitamin E + 160mg soy phospholipids + 95mg tryptophan + 5mg 
melatonin; n=11) vs. the placebo group (n=14) (Rondanelli et al., 2012). In a 15-week RCT 
originating from Israel in non-demented elderly with memory complaints, verbal 
immediate recall was also significantly improved in the phosphatidylserine (PS)-DHA 
group (300mg PS and 79mg EPA+DHA, n=60) compared to the placebo group (n=62) 
(Vakhapova et al., 2010). Although these RCTs above have shown positive results, other 
RCTs have been more disappointing. In a 6-month RCT from Taiwan, mild to moderate AD 
patients (MMSE scores 10-26 and Clinical Dementia Rating (CDR) score of 1 or 2) and MCI 
patients randomized to receive n-3 PUFAs 1.8 g/d (1080 mg of EPA and 720 mg of DHA, 
n=17) or placebo (olive oil, n=12) showed that supplementation with n-3 PUFAs may 
improve global clinical function, but not cognitive function (Chiu et al., 2008). One recent 
RCT of DHA supplementation conducted in individuals with mild to moderate AD (MMSE 
scores 14-26) in 51 US clinical research sites of the AD Cooperative Study found no 
beneficial effect of supplementation with DHA 2g/d for 18 months (n=171) on either to the 
rate of cognitive and functional decline as compared to placebo (n=124) treatment (Quinn et 
al., 2010). 
Generally, no clear conclusions can be drawn for clinical practice because of the 
considerable heterogeneity in the RCT subjects, supplement types or dosages, assay 
techniques, outcome measures, and insufficient statistical power and/or treatment 
durations. However, it does seem that supplementation may be more effective when the 
disease is not yet advanced. 
2.4.2 Antioxidant vitamins and fruit polyphenols 
Oxidative stress represents an imbalance between biochemical processes leading to the 
production of reactive oxygen species (ROS), and those factors responsible for the removal 
of ROS (the antioxidant cascade) (Sayre et al., 2008). Oxidative stress is involved in several 
diseases and particularly in those subjects with an increased incidence due to advanced 
age. The central nervous system (CNS) is particularly vulnerable to oxidative stress, 
because of the high rate of O2 utilization, the relatively poor concentrations of antioxidants, 
and the high content of PUFAs - the biomacromolecules most susceptible to oxidation. 
Antioxidants form a complex network and work together to prevent oxidative damage to 
various cellular components, either by protecting against ROS formation, by removing 
them before they can damage vital components of the cell, or by repairing the damage once 
it has occurred (Sies, 1993). Since ROS undertake useful functions in the cells (i.e. redox 
signaling), the main role of antioxidants is not to remove ROS entirely but to maintain them 
at an optimum level (Rhee, 2006). 
Nowadays, many plants and fruits are considered to be a “functional food”, because 
they can protect from the onset or slow the progression of a disease when regularly 
consumed (Rossi et al., 2008). Functional food contains an abundance of essential 
antioxidant low molecular weight compounds, such as vitamins A (carotenoids), E 
(tocopherols), and C (ascorbic acid), and polyphenols. Polyphenols are the most abundant 




beverages such as fruit juices, tea, coffee, red wine, cocoa, and beer (Scalbert and 
Williamson, 2000). Additionally, vegetables, dry legumes, and cereals contribute to the total 
polyphenol intake of ~1 g/d. In addition, minerals selenium, copper, zinc, and manganese 
can participate in antioxidant enzyme activities, and may reduce neuronal damage and 
death from oxidation-related reactions (Diplock, 1991). Three of the important antioxidant 
enzymes are superoxide dismutases, catalase and glutathione peroxidases (Sies, 1993). 
The main classes of polyphenols according to the nature of their carbon skeleton are 
flavonoids, phenolic acids and the less common stilbenes and lignans (Scalbert and 
Williamson, 2000). Flavonoids, present in colourful flowers and plants, comprise the largest 
- about 2/3 - group of polyphenols; more than 6,000 flavonoids are known (Jäger and Saaby, 
2011). On the basis of their molecular structure, flavonoids can in turn be divided into two 
groups: anthocyanins and anthoxanthins (Rossi et al., 2008). Anthocyanins - derivatives of 
anthocyanidins - are watersoluble pigments, responsible for the pigmentation of flowers 
and fruits, including the colour of red wine. There are also colourless anthoxanthins e.g. 
flavonols, flavones, flavanones, flavan-3-ols (flavanols), and isoflavones (Jäger and Saaby, 
2011). Anthocyanidins (cyanidin, delphinidin, malvidin, pelargonidin, peonidin, petunidin) 
are found in red wine, red onions, and red fruits such as cherries, strawberries, raspberries, 
red grapes and red/black currants (Scalbert and Williamson, 2000; Rossi et al., 2008; 
Bhagwat et al., 2011). Flavonols (quercetin, kaempferol, myricetin, isorhamnetin) are most 
abundant in onions, kale, leeks, broccoli and blueberries, while flavones (apigenin, luteolin) 
are found in celery, parsley, cabbage, and cauliflower. Flavanones (hesperetin, naringenin, 
eriodictyol) are found mainly in citrus fruits, flavan-3-ols (catechins, epicatechins, 
theaflavins, thearubigins) in green and black tea, purple grape juice, red wine, cocoa, 
apples, and berries, and isoflavones (genistein, daidzein) in soybeans. 
Phenolic acids, including caffeic acid (e.g. in coffee) and to a lesser extent ferulic acid 
(e.g. in wheat bran), account for about 1/3 of the total dietary polyphenols (Scalbert and 
Williamson, 2000). Caffeic acid is also found in the form of esters; the most frequently 
encountered caffeoyl ester is chlorogenic acid. Other phenolic acid derivatives are 
hydrolysable tannins – gallic acid in gallotannins (mango) or ellagic acid in ellagitannins 
(blackberry, raspberry, strawberry, wine and brandy aged in oak barrels). Stilbenes are not 
common in the diet; the main dietary source is resveratrol present in red wine, grape skin, 
and peanuts (Cornwell et al., 2004). Notable amounts of lignans are found in flaxseed, 
whole grain breads, vegetables, and tea. 
Vitamins E and C are both involved in cellular antioxidant defense by reducing the 
changes associated with cell degeneration due to chemical or physical insults (Martin et al., 
2002). Vitamin C (ascorbic acid, a water-soluble vitamin) is mainly found in fruits and 
vegetables, such as bell peppers, tomatoes, citrus fruits, strawberries, spinach, and 
cruciferous vegetables (e.g. broccoli and cabbages) (Otten et al., 2006; http://www.fineli.fi). 
In contrast, a high amount of vitamin E (a lipid-soluble vitamin) is found in vegetable oils 
such as sunflower- and rapeseed oils and spreads, unprocessed cereal grains (e.g. wheat-
germ), almonds and nuts, and egg yolk. Vitamin E has eight naturally occurring forms, or 
isomers: four tocopherols (α-, β-, γ-, and δ-tocopherols) and four tocotrienols (α-, β-, γ-, and 
δ- tocotrienols) (Brigelius-Flohé and Traber, 1999; Otten et al., 2006). The primary 
component of vitamin E in supplements is α-tocopherol whereas in the diet γ-tocopherol is 
more common. 
Carotenoids are a family of naturally occurring fat-soluble plant pigments and powerful 
antioxidants that are mainly obtained from deep yellow-, red-, and orange-coloured fruits 
and vegetables and green leafy vegetables in the human diet such as carrots, kale, tomato, 
spinach, broccoli, and watermelon (Otten et al., 2006; http://www.fineli.fi). The most 
prevalent carotenoids are α-carotene, β-carotene, lycopene, lutein, zeaxanthin, and β-
cryptoxanthin. 
Several longitudinal studies have investigated the relationship between dietary 




dietary intake of vitamins E and/or C has been associated in some studies with a reduced 
risk of dementia/AD (Morris et al., 2002a; Engelhart et al., 2002b; Morris et al., 2005b; 
Devore et al., 2010) and cognitive decline (Morris et al., 2002b; Morris et al., 2005b; 
Wengreen et al., 2007), as well as with better verbal memory (Péneau et al., 2011), but these 
findings are not uniform across studies (Kalmijn et al., 1997a; Paleologos et al. 1998; 
Commenges et al., 2000; Luchsinger et al., 2003; Laurin et al., 2004). Additionally, a higher 
intake of flavonoids received from fruits, vegetables, wine and tea (Commenges et al., 
2000), frequent drinking of fruit and vegetable juices (Dai et al., 2006), higher consumption 
of fruits and vegetables (Barberger-Gateau et al., 2007; Hughes et al., 2010), or intakes of 
dietary β-carotene and flavonoids among current smokers (Engelhart et al., 2002b), have 
been postulated to reduce the risk of dementia/AD. Further, a high consumption of 
vegetables, but not fruits, or of both vegetables and fruits has been linked to the smaller risk 
of cognitive decline (Kang et al., 2005; Morris et al., 2006b; Nooyens et al., 2011) and to a 
better executive function and memory (Sabia et al., 2009). However, the studies which have 
investigated intakes of dietary carotenes and/or flavonoids have produced also partly 
disappointing (Kalmijn et al., 1997a; Luchsinger et al., 2003; Laurin et al., 2004; Dai et al., 
2006; Devore et al., 2010) or even negative (Péneau et al., 2011) results. 
Supplemental intake of vitamins C and E either alone and/or together has been 
associated in some studies with a decreased risk of AD (Morris et al., 1998; Zandi et al., 
2004), VaD/mixed dementia (Masaki et al., 2000), cognitive impairment/decline (Paleologos 
et al., 1998; Morris et al., 2002b; Maxwell et al., 2005; Wengreen et al., 2007), or vascular 
cognitive impairment (VCI) (Maxwell et al., 2005) as well as with better cognitive function 
(Masaki et al., 2000; Grodstein et al., 2003), although these findings are not consistently 
repeated across studies (Laurin et al., 2002; Morris et al., 2002a; Luchsinger et al., 2003; 
Fillenbaum et al., 2005; Gray et al., 2008). Moreover, the use of multivitamins has been 
proposed to delay the risk of cognitive decline in some (Maxwell et al., 2005), but not in all 
studies (Morris et al., 2002b); no association has been shown with the risk of AD (Morris et 
al., 1998; Zandi et al., 2004; Maxwell et al., 2005). 
Studies of plasma/serum antioxidant concentrations in long-term follow-up studies have 
also been suggestive, although not decisive, in relation to cognitive performance. In these 
prospective studies, higher β-carotene serum levels have been related to a lower risk of 
cognitive decline among ApoE ε4 allele carriers as reported in the MacArthur Study of 
Successful Aging over 7 years (Hu et al., 2006), as well as in a Swiss study with a 22-year 
follow-up where those individuals with higher vitamin C and β-carotene plasma levels had 
a better semantic memory (Perrig et al., 1997). In the Nurses’ Health Study among elderly 
women, however, higher total plasma levels of carotenoids or tocopherols were not 
associated with a slower cognitive decline over 4-years (Kang and Grodstein, 2008). The 
middle tertile of plasma/serum γ-tocopherol per cholesterol unit was associated with a 
reduced risk of dementia during a 4-year follow-up in the Conselice Study of Brain Ageing 
from Italy (Ravaglia et al., 2008) and with a reduced risk of cognitive impairment in the 
Cardiovascular Risk Factors, Aging, and Dementia (CAIDE) study from Finland which had 
a duration of over 8 years (Mangialasche et al., 2013), whereas the Swedish Uppsala 
Longitudinal Study of Adult Men could detect no association between serum γ-tocopherol 
and the risk of dementia/AD during their 12-year follow-up (Sundelöf et al., 2009). In the 
Kungsholmen Project which lasted over 6 years, high plasma levels of total tocopherols, 
total tocotrienols, total vitamin E, and β-tocopherol individually, were associated with a 
reduced risk of AD (Mangialasche et al., 2010). Additionally, in the CAIDE study, elevated 
serum levels of γ-tocopherol, β-tocotrienol and total tocotrienols have been associated with 
a reduced risk of cognitive impairment (Mangialasche et al., 2013). The other forms of 
plasma/serum vitamin E (notably α-tocopherol) have revealed no association with 
cognition (Perrig et al., 1997; Dunn et al., 2007; Ravaglia et al., 2008; Sundelöf et al., 2009; 
Mangialasche et al., 2010). Additionally, RCTs have provided conflicting findings about the 




(Farina et al., 2012) as well as about the efficacy of the other antioxidant supplements 
(vitamin C, β-carotene) on cognitive function (Jia et al., 2008). 
The variable results from studies of antioxidant intake and cognitive function are likely a 
result of differences in study design, difficulties in the definition and measurement of 
cognitive function, errors in the measurement of dietary intake, or confounding by factors 
related to both antioxidant intake and cognitive function. Further, the health effects of 
specific antioxidant vitamins may be difficult to identify in observational studies because 
the common sources (e.g. fruits, vegetables and vitamin supplements) are also sources of 
other beneficial vitamins, minerals and other compounds. Antioxidants from food are 
always invariably consumed with other nutrients in a certain proportion (reflecting long-
term intake), whereas supplemental antioxidants are consumed at a very high dose either 
with or without other substances (generally for a shorter duration), thus leading to 
differences in absorption or biological activity between antioxidants from food and 
supplements. Further, supplement users are generally a select group of individuals with 
either health problems (Bender et al., 1992) or greater health-seeking behaviours (Kirk et al., 
1999), and the composition of vitamin supplements can be very different from the dietary 



















































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































2.4.3 Coffee, tea and caffeine 
Coffee is widely consumed globally; it is the preferred drink (after water) in Europe and in 
the USA (Grigg, 2002). According to international statistics, the Finns have the highest per 
capita coffee consumption in the world with 12.0 kg in year 2007, followed by Norwegians 
(9.9 kg) and Danes (8.7 kg) (World Resources Institute). Earlier in the 1970’s and 1980’s, the 
coffee consumption numbers in Finland varied between 10-14.3 kg/y. There are over 70 
different coffee species which have been described, of these Coffea Arabica (arabica) and C. 
canephora (robusta) are the most important (Butt and Sultan, 2011). 
A cup of coffee is rich in biologically active substances such as niacin/nicotinic acid, 
trigonelline, quinolinic acid, tannic acid, pyrogallic acid, and caffeine (Dórea and da Costa, 
2005). Additionally, coffee contains notable amounts of antioxidants of the 
hydroxycinnamic acids family (caffeic, chlorogenic, coumaric, ferrulic and sinapic acids). In 
a 200 ml cup of coffee, the amount of chlorogenic acid (CGA) can range from 70-350 mg, 
and caffeic acid from 35-175 mg (Higdon and Frei, 2006). Further, several micronutrients 
are found in coffee, including magnesium (~7 mg/240ml cup), potassium (~116 mg/240ml 
cup), nicotinic acid (1-3 mg/cup) and vitamin E (0.2 mg of both α- and γ-tocopherol in one 
cup). 
Caffeine - a purine alkaloid (1,3,7-trimethylxanthine) - is present in many dietary 
sources, i.e., in coffee, tea, cocoa beverages, candy bars, and soft drinks (Nehlig, 1999). The 
amount of caffeine ranges rather widely between these various foods, with coffee 
representing a major source of intake (71–220 mg caffeine/150 ml). In tea, the content of 
caffeine is 32–42 mg/150 ml, in cola 15–32 mg/150 ml and in cocoa 4 mg/150 ml. The content 
of caffeine per coffee cup varies largely also according to the serving size (usually 50–190 
ml), the preparation method (boiled, filtered, percolated, espresso, instant), and the type of 
the coffee used (Arabica or Robusta as the main commercial species). Depending on the 
preparation method, the caffeine content of a cup of coffee ranges from 0.6–3.3 mg/ml for 
espresso, 0.7–1.1 mg/ml for boiled or filtered coffee and 0.2–0.6 mg/ml (up to as much as 1.0 
mg/ml) in instant coffee. Arabica is the most widely consumed type of coffee throughout 
the world, in most countries representing 70%–100% (100% in Finland and Sweden) of all 
the coffee consumed. However, the average content of caffeine is about twice as high in 
Robusta as in Arabica coffee (1.6-2.4 % of dry weight vs. 0.9-1.2 %). Thus, in a standard 150 
ml cup, the content of caffeine can range from 131–220 mg/cup for Robusta and from 71–
120 mg/cup for Arabica coffee. In Finland, the standard size of coffee cup is considered to 
be about 125 ml, i.e. also smaller caffeine amounts/cup (http://www.kahvi.net/index. 
php?k=110913). 
Caffeine is a mild central nervous system (CNS) stimulant, and it provides benefits such 
as enhanced energy, mental alertness, vigilance, mood and psychomotor function (Nehlig, 
2010). However, the effect of caffeine on memory and learning is somewhat ambiguous i.e. 
ineffective, improved or impaired effects have been reported. Caffeine’s effect on attention 
is also unclear, even though in demanding tasks, caffeine has been shown to be beneficial. 
Usually moderate coffee/caffeine consumption (3-4 cups/d providing 300-400 mg of 
caffeine) has no adverse effects in healthy adults. However, in some studies, caffeine has 
caused unfavourable effects on BP. It has been reported that 200-300 mg of caffeine 
equivalent to 2-3 cups of coffee/d might increase SBP by 3-14 mmHg and DBP by 4-13 
mmHg among normotensive individuals (Nurminen et al., 1999), and on average by ~8 
mmHg in SBP and ~6 mmHg in DBP among hypertensive persons for ≥3 h (Mesas et al., 
2011); the evidence for long-term effects on BP is inconclusive. High levels of caffeine may 
also have adverse effects e.g. during pregnancy causing possibly fetal growth restriction 
(Higdon and Frei, 2006). The lethal dose of caffeine has been estimated at 100-200 mg/kg of 
body weight, and ingestion of 15-30 mg/kg has resulted in significant toxicity. Caffeine 
overdose may cause several symptoms including agitation, delirium, seizures, dyspnea, 




Coffee consumption may also increase serum total and LDL cholesterol concentration 
(Urgert and Katan, 1997; Higdon and Frei, 2006). The cholesterol-raising factors have been 
found to be due to the coffee oil components, diterpenes, cafestol (major responsible factor) 
and kahweol, which are mostly removed from coffee by paper filters. Robustas contain no 
kahweol and less cafestol than Arabicas, thus intake levels of diterpenes could be reduced 
by increasing the proportion of Robustas in coffee blends. In the Scandinavian boiled, 
Turkish and French press (cafetiere) coffees, the amounts of cafestol and kahweol are 
relatively high (6-12 mg/cup), while in filtered, percolated and instant coffees, the levels of 
these diterpenes are much lower (0.2-0.6 mg/cup). 
Tea, a product made from leaf and the buds of the tea plant Camellia sinensis, is the 
second most commonly consumed drink (after water) in most parts of Asia, in nearly all the 
countries of the former Soviet Union and in North Africa (Grigg, 2002); per capita mean 
consumption has been reported to be 120 ml/day (Cabrera et al., 2006). Teas are classified 
into three major types depending on the manufacturing process: non-fermented green tea, 
semi-fermented oolong tea, and fermented black and red (Pu-Erh) teas. Approximately 76–
78% of the tea produced and consumed is black tea, 20–22% is green tea, and less than 2% is 
oolong tea. Black tea is consumed principally in Europe, North America and North Africa 
(except Morocco), green tea in China, Japan, Korea and Morocco, and oolong tea in China 
and Taiwan. In the USA, 80% of the tea consumed is black iced tea. 
Tea leaves are a rich source of polyphenols: flavan-3-ols, which are commonly referred to 
as catechins and gallic acid (Cabrera et al., 2006; Ferruzzi, 2010). In green tea, the major 
flavonoids are the monomer catechins – epigallocatechin-gallate (EGCG, 7-74 mg/g), 
epigallocatechin (EGC, 0-55 mg/g), epicatechin-gallate (ECG, 1-41 mg/g) and epicatechin 
(EC, 0.1-17 mg/g); lower levels of their epimeric forms include catechin (C, 0-8 mg/g), 
gallocatechin (GC), catechin-gallate (CG), and gallocatechin-gallate (GCG). Additionally, 
green tea contains proteins, amino acids (such as theanine), carbohydrates, xanthic bases 
(caffeine, theophylline), vitamins (B, C, E) and minerals (manganese, chromium, selenium, 
zinc). During the fermentation process, catechins undergo enzymatic transformation into 
polyphenolic compounds. Thus in black and oolong tea, the polymerized catechins - 
theaflavins, theasinensins and thearubigins - predominate. These complex polyphenols 
contribute to the characteristic orange-red-brown colour and flavour of black tea. In 
contrast, theanine appears to antagonize some of the undesirable effects of caffeine e.g. its 
tendency to raise BP, while enhancing its positive cognitive effects (Bryan, 2008). 
Ten longitudinal studies have investigated the association between coffee, tea and/or 
caffeine intake and cognition, but produced rather inconsistent results (Table 7). Daily 
coffee drinking has been associated with a decreased risk of AD (Lindsay et al., 2002), and 
with the least 10-year cognitive decline (van Gelder et al., 2007b), but there are also 
numerous inconsistent results (Ng et al., 2008; Laitala et al., 2009; Gelber et al., 2011). 
Instead, caffeine intake has been related to a smaller change in a complex motor speed (van 
Boxtel et al., 2003) or among men to a lower odds of having any of the lesion types at 
autopsy (Gelber et al., 2011), and among women either with less decline in verbal cognitive 
functioning and in visuospatial memory (Ritchie et al., 2007) or with a reduced risk of 
cognitive decline/impairment (Santos et al., 2010); however there are several studies 
reporting no association with cognitive decline/dementia (van Boxtel et al., 2003; Ritchie et 
al., 2007; Gelber et al., 2011). Regular tea drinking has been associated with a reduced risk 
of cognitive decline (Ng et al., 2008), but not with a reduced risk of dementia/AD (Laurin et 
al., 2004; Dai et al., 2006). Clearly, more research is needed to elucidate the dose-response 
relationship between coffee/tea consumption and cognition. Furthermore, biological 
evidence clarifying the relationship between coffee/caffeine use and neural degeneration 





























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































2.4.4 Plant extracts and spices 
Several plant extracts and spices have been postulated to be protective against cognitive 
impairment and dementia, but results vary between studies. Ginkgo biloba - medicinal 
products derived from the maidenhair tree - are some of the most widely used plant 
products (Birks and Grimley Evans, 2009). Ginkgo biloba consists of flavonoids, terpenoids, 
and terpene lactones (ginkgolides and bilobalide). In some trials, Ginkgo biloba has 
appeared to be more effective than placebo, but its clinical efficacy in the treatment of 
cerebral dysfunction is unclear (Birks and Grimley Evans, 2009; Weinmann et al., 2010). 
The turmeric (Curcuma longa) plant - a perennial herb belonging to the ginger family - 
has been used in traditional Chinese medicine for thousands of years (Shishodia et al., 2005; 
Ringman et al., 2005). Turmeric’s most active component, curcumin - a polyphenolic yellow 
pigment - was identified in 1815. Curcumin makes up 2-5% of the turmeric-spice and it is 
used as a spice in Indian curries. Later, modern science has proposed that curcumin has a 
potentially beneficial role in AD/neuropathology by exerting anti-amyloidogenic, anti-
oxidative, anti-inflammatory, cholesterol-lowering, and hemostatic properties. 
Additionally, many other plant extracts and phytochemicals such as ginseng, sinapic 
acid, Japanese remedy yokukansan, saffron, rosmarinic acid, sage, lemon balm, lavender 
(Howes and Perry, 2011) and aged garlic extract (Ray et al., 2011) have been studied as 
potential AD-preventive agents, but their effectiveness is still more or less inconclusive. 
2.4.5 Alcohol 
The impact of alcohol on cognition is not entirely clear: different outcomes, beverages, 
drinking patterns (e.g. binge drinking, i.e. drinking large quantities of alcohol in a single 
session), and follow-up times, or possible interactions with other lifestyle-related or genetic 
factors can confer considerable variability on to the results. Generally, heavy drinking and 
alcohol abuse have been related to an increased risk of dementia, but light-to-moderate 
alcohol consumption has been suggested to be a protective factor against dementia/AD 
(Peters et al., 2008; Panza et al., 2009); a U- or J-shaped curve may best describe the 
relationship. The protective effects are more likely with wine consumption and in the 
absence of the ApoE ε4 allele. Resveratrol, a naturally occurring polyphenol found mainly 
in the skin of red grapes (Vitis vinifera) and red wine, has been found to reduce β-secretase 
activity, the generation of the reactive oxygen intermediates (ROIs), and the aggregation of 
Aβ-peptide, thus possessing a neuroprotective potential (Vingtdeux et al., 2008; Richard et 
al., 2011). Nonetheless, the current evidence of moderate alcohol consumption in 
preventing cognitive impairment/decline is only suggestive (Peters et al., 2008; Panza et al., 
2009). 
In the evidence report prepared for Agency for Healthcare Research and Quality 
(AHRQ), the level of evidence for light-to-moderate alcohol consumption to act as a 
protective factor for AD was estimated as low (Williams et al., 2010). There is currently no 
indication that individuals who abstain from alcohol consumption would benefit from 
starting to use alcohol. RCTs would be difficult to justify ethically in this area. 
2.4.6 Vitamin B12, folate and vitamin D 
Both vitamin B12 (cobalamin) and folate/folic acid (vitamin B9) - water-soluble vitamins - are 
involved in a common metabolic pathway supplying essential methyl groups for DNA and 
protein synthesis (Vogel et al., 2009). Vitamin B12 is necessary for the conversion of 
homocysteine (Hcy) to methionine, and a deficiency in either vitamin B12 or folate leads to 
an increase in total serum Hcy level due to reduced methylation reactions; elevated 
methylmalonic acid (MMA) levels may also be evidence of vitamin B12 deficiency. Hcy has 
a neurotoxic effect that could lead to cell death or neurologic and psychiatric disturbances 
such as AD (Kivipelto et al., 2009). The recommended dietary allowance (RDA) of vitamin 
B12 is ~2-3 μg/d among adults; a typical Western diet consists of 3-30 μg vitamin B12/d, and 




Nonetheless, B12 deficiency is frequent among elderly people with a prevalence of around 
20%; the main causes are pernicious anemia and dietary B12 malabsorption or deficiency e.g. 
due to strict vegetarianism (Dali-Youcef and Andrès, 2009; Vogel et al., 2009). Folate 
deficiency is also rather common among aged people and is usually caused by dietary 
deficiency, diminished absorption or increased utilization (Malouf and Grimley Evans, 
2008). The RDA of folate is 300 μg/d among adults, and rich sources are animal protein, 
leafy vegetables, fruits, mushrooms and yeast (Malouf and Grimley Evans, 2008; 
http://www.fineli.fi). 
Several longitudinal studies have investigated the relationship between Hcy and 
cognition and these have reported mainly positive results (Wald et al., 2011). In the 
prospective studies, high Hcy levels have been associated with an increased risk of 
dementia and AD in the Framingham study over an 8-year period (Seshadri et al., 2002), in 
the Conselice Study of Brain Aging (CSBA) with a 4-year follow-up (Ravaglia et al., 2005), 
in the Kungsholmen Project with a 6.7-year follow-up (Kivipelto et al., 2009), in the 
Cardiovascular Risk Factors, Aging, and Dementia (CAIDE) study over a 7.4-year period 
(Hooshmand et al., 2010) and in the Prospective  Population Study of Women in 
Gothenburg with a 35-year follow-up (Zylberstein et al., 2011). Additionally, a high Hcy 
level has been related to a decline in recall memory in the Veterans Affairs Normative 
Aging Study over a 3-year period (Tucker et al., 2005), to an increased risk of cognitive 
impairment in the Sacramento Area Latino Study on Aging during a 4.5-year follow-up 
(Haan et al., 2007) and to worse cognitive performance (i.e. poorer performance in global 
cognition, episodic memory, executive functions and verbal expression) in the CAIDE 
study over a 7-year period (Hooshmand et al., 2012). Additionally, in the Oxford Healthy 
Aging Project, low serum concentrations of holotranscobalamin and high MMA or Hcy 
levels reflecting low vitamin B12 status were related to a more rapid cognitive decline 
during a 10-year follow-up; in contrast folate exhibited no association (Clarke et al., 2007). 
Further, higher total folate intake (from diet and supplements) has been associated with a 
decreased risk of AD in an American study during a 6.1-year follow-up (Luchsinger et al., 
2007). In the Vienna Transdanube Aging Study (VITA), higher serum folate levels at 
baseline as well as the self-reported combined use of folic acid and vitamin B12 for more 
than one year were associated with a lower conversion rate from MCI to dementia (Blasko 
et al., 2012). In the VITA study, higher serum folate levels were also associated with less 
extensive medial temporal lobe atrophy, and higher homocysteine levels with 
moderate/severe global brain atrophy. 
B12 deficiency appears to be more common among patients with chronic neurologic 
disorders (Dali-Youcef and Andrès, 2009). However to date, there is no clear evidence from 
RCTs that supplementation with vitamin B12 or folate can improve cognitive decline or 
dementia, although it may normalize homocysteine levels (Malouf and Grimley Evans, 
2008; Dali-Youcef and Andrès, 2009; Dangour et al., 2010b; Ford and Almeida, 2012). It is 
possible that there is a “critical time window” when supplementation is most effective. An 
interesting approach to delay/prevent cognitive decline has been shown only in a few RCT. 
The 3-year FACIT trial reported positive cognitive effects (in memory and information-
processing speed) of folate treatment (800μg/d) among healthy elderly subjects with high 
plasma levels of Hcy and normal serum levels of vitamin B12 at screening (Durga et al., 
2007). Additionally, in the 2-year VITACOG trial, B vitamins (0.8mg folate, 0.5mg vitamin 
B12, 20mg vitamin B6) slowed the cognitive and clinical decline in subjects with MCI 
(benefits in global cognition and in episodic and semantic memories), in particular in those 
with elevated Hcy levels (de Jager et al., 2012). Further RCTs will be needed to examine the 
benefits of treatment in the conversion from MCI to dementia. 
Low levels of fat-soluble steroid hormone, vitamin D, are common in adults and are 
associated with skeletal and non-skeletal, age-associated diseases (Annweiler et al., 2009; 
Dickens et al., 2011). Animal studies have linked vitamin D status to cognitive dysfunction 




EPIDOS study with a 7-year follow-up reported an association between vitamin D 
deficiency and non-Alzheimer-dementia among older women (Annweiler et al., 2011), but 
to date, no large RCTs have examined the effect of vitamin D supplements on cognitive 
decline or dementia. In Finland, the recommended intake of vitamin D for adults <60 years 
is 10μg/d; supplementation is advised from the beginning of October till the end of March 
only if the recommended intake is not supplied with diet. For persons >60 years, a 
supplementation of 20μg/d is though recommended year-round (National Nutrition 
Council, 2014); rich sources are fish, milk and spreads (http://www.fineli.fi). 
2.4.7 Dietary patterns and related factors 
In recent years, analytical procedures using composite dietary patterns (DPs) capturing 
dimensions of nutrition that may be missed by single nutrients or foods have emerged to 
examine the relationship between diet and cognition. DP attempts to capture the 
complicated interactions and cumulative effects of a diet; when additional information e.g. 
on cooking styles and origins of the aliments are known, even more thorough results can be 
achieved. 
The traditional diet-scoring systems include the Mediterranean Diet (MEDI) score, which 
is characterized by a high intake of vegetables, legumes, fruits, nuts and cereals, high intake 
of unsaturated FAs (olive oil), but low intake of SFAs, a moderately high intake of fish, a 
low-to-moderate intake of dairy products (in the form of cheese or yogurt), a low-to-
moderate intake of red meat, poultry and eggs, and a regular but moderate amount of 
alcohol, primarily in the form of wine and generally with meals (Willett et al., 1995). A scale 
indicating the degree of adherence to the MEDI has been constructed with the use of the 
sex-specific median as the cut-off value: a higher score indicates stricter adherence to the 
MEDI (Trichopoulou et al., 2003). Furthermore, comprehensive diet-quality indexes like a 
healthy eating index (HEI), which combines multiple aspects of a diet in relation to dietary 
guidelines into a single score, have been used also to classify and describe DPs. 
The use of diet-scoring systems confers undeniable advantages in understanding the role 
of diet in chronic diseases (Sofi et al., 2010; Gu and Scarmeas, 2011). However, the 
epidemiological evidence obtained from longitudinal studies about the relationship 
between a MEDI/HEI/DP (including several dietary components) and cognition is limited 
and partly divergent (Table 8). Higher adherence to the MEDI has been associated either 
significantly or with a tendency towards reduced risks of cognitive decline/MCI (Scarmeas 
et al., 2006; Scarmeas et al., 2009a; Tangney et al., 2011), of a slower decline on the MMSE 
(Féart et al., 2009), and of reduced risk of MCI progression to AD (Scarmeas et al., 2009a), 
albeit these have not been uniformly confirmed across the studies for either MEDI in 
relation to cognitive function (Psaltopoulou et al., 2008) or to MCI (Roberts et al., 2010b; 
Cherbuin and Anstey, 2012) or for HEI/MEDI in relation to the cognitive change (Tangney 
et al., 2011; Vercambre et al., 2012; Samieri et al., 2013a). Furthermore, higher adherence to 
the MEDI has been linked in the Washington Heights-Inwood Columbia Aging Project 
(WHICAP) to a decreased risk of developing AD during a follow-up of 4 to 5 years 
(Scarmeas et al., 2006; Scarmeas et al., 2009b) as well as to a lower mortality from AD 
(Scarmeas et al., 2007); the Three-City (3C) study, the Mayo Clinic Study of Aging, or the 
Women’s Health Study (WHS) found no association of the MEDI with dementia/AD risk 
(Féart et al., 2009; Roberts et al., 2010b), or with several cognitive tests (excluding the 
MMSE) (Féart et al., 2009), or with trajectory of cognitive performance/averaged cognition 
(Samieri et al., 2013b). Additionally, a DP characterized by frequent consumption of n-3 
PUFAs and antioxidants (Barberger-Gateau et al., 2007), a DP reflecting a diet rich in n-3 
and n-6 PUFAs, vitamin E, and folate, but lower SFA and vitamin B12 intake (Gu et al., 
2010), as well as a Japanese DP characterized by high intakes of soybeans/soybean 
products, green/other vegetables, algae, and milk/dairy products, and by a low intake of 
rice (Ozawa et al., 2013) have been associated with a lower dementia/AD/VaD risk. In the 




higher adherence to a prudent DP (vegetables, fruits, fish, poultry, and lower-fat dairy 
products) was associated with less cognitive decline among low socioeconomic position 
(SEP) individuals over 3 years of follow-up (Parrott et al., 2013). Additionally, higher 
adherence to a Western DP (meats, potatoes, processed foods, and higher-fat dairy 
products) was associated with worse overall performance and greater cognitive decline in 
low-educated persons. Additionally, a recent RCT of 124 participants with elevated BP, 
subjects on the Dietary Approaches to Stop Hypertension (DASH)-style diet (i.e. high 
intake of plant foods, fruits, vegetables, fish, poultry, whole grains, low-fat dairy products, 
and nuts, and low intake of red meat, sodium, sweets, and sugar-sweetened beverages) 
exhibited greater neuro-cognitive improvements when compared to normal subjects (Smith 
et al., 2010). Since hypertension has been associated with an increased risk of AD (Launer et 
al., 2000; Kivipelto et al., 2001b; Kivipelto et al., 2002; Whitmer et al., 2005), it is biologically 
plausible that the DASH-diet could also reduce the risk of AD. 
One important reason for the differences in results between studies on DPs and 
cognition is probably related to population differences. Since population-specific medians 
are used to estimate adherence to DPs, the DPs and the levels of adherence to DPs may not 
be entirely comparable between countries and populations. Interestingly, several studies in 
different countries have linked higher MEDI adherence to lower all-cause mortality 
(Knoops et al., 2004; Mitrou et al., 2007; Sjögren et al., 2010; Buckland et al., 2011; 





























































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































































Additionally, dietary factors and DPs are related to several factors and behaviours which 
may also influence the risk of cognitive impairment and dementia. Lower education (Akbaraly 
et al., 2009) and socioeconomic status (Simsek et al., 2013) have been postulated to affect dietary 
behaviours, and lower education is also a known risk factor for dementia and AD (Lindsay et 
al., 2002; Ngandu et al., 2007). It has been also proposed that DPs tend to be less healthy in 
smokers (McClure et al., 2009), and that midlife smoking (Whitmer et al., 2005), in particular 
heavy smoking (Tyas et al., 2003; Rusanen et al., 2011), increases the risk of dementia and/or 
AD. It has been also speculated that smoking is a risk factor for dementia and AD particularly 
among the ApoE ε4 carriers (Rusanen et al., 2010). 
High caloric intake has been related to an increased risk of cognitive impairment and 
dementia among men (Creavin et al., 2012) as well as to AD among the ApoE ε4 allele carriers 
(Luchsinger et al., 2002). Furthermore, an increase in both the number of unhealthy behaviours 
(e.g. smoking, alcohol abstinence, low PA, and low fruit and vegetable consumption) and in 
their duration has been linked to poorer cognition (poor executive function and memory) in 
later life (Sabia et al., 2009). In contrast, an active lifestyle in terms of intellectual, social, and 
physical engagement might protect to some degree against the onset of dementia/AD and 
cognitive impairment (Lindsay et al., 2002; Fratiglioni et al., 2004; Rovio et al., 2005; Scarmeas et 
al., 2009b; Håkansson et al., 2009; Craik et al., 2010; Paillard-Borg et al., 2012). 
With regard to the association between dietary factors and cognition, in many respects the 
long-term relationship remains unclear. The literature has many conflicting results, perhaps 
since very few studies have dietary data available from midlife. In addition, research on diet 
and cognition usually is concerned with single dietary components and not so much data is 
available on DPs. Studies of diet and dementia-related diseases raise also very complicated 
methodological challenges, such as selection of an appropriate dietary assessment method 
(Table 3), a residual confounding effect, and a publication bias. The general trend is that dietary 
factors related to CVDs or CBVDs also have some association with cognitive functioning, 
although the mechanisms may be more complex than the vascular pathway. Although some 
positive and negative associations between different dietary components and cognition have 
already been found, the data so far are not sufficiently convincing to enable one to issue general 
dietary recommendations focusing solely on cognition, and thus a high priority is to achieve a 





3 Aims of the study 
The present doctoral thesis aimed at obtaining a comprehensive understanding of the influence 
of dietary factors on cognitive performance, MCI and dementia. Special attention was directed 
to the possible effects of dietary fat intake, coffee consumption and the adherence to a healthy 
diet in relation to different cognitive outcomes, as well as to possible interactions between 
environmental and genetic risk factors. The set of studies has been conducted in a large 
population-based sample of individuals who have been followed on average from 14 up to 21 
years. This provided a unique opportunity to examine the relationships between midlife 
risk/protective factors and the late-life cognitive outcomes. The general hypothesis was that 
healthy dietary choices might reduce the risk of dementia. 
 
The specific aims were: 
 
1. To investigate how dietary fat consumption at midlife would be related to the 
development of MCI and to the performance on various neuropsychological tests in a non-
demented population (Study I). 
 
2. To study whether dietary fat consumption at midlife would be related to the development 
of dementia and AD in late-life (Study II). 
 
3. To investigate whether coffee and/or tea consumption at midlife would be related to the 
development of dementia/AD in late-life (Study III). 
 






4 Participants and methods 
4.1 STUDY POPULATION 
The present thesis is based on the Cardiovascular Risk Factors, Aging and Incidence of 
Dementia (CAIDE) study carried out in Eastern Finland. The participants of the CAIDE study 
were derived from population-based independent random samples that were first studied in 
1972, 1977, 1982 or 1987 (midlife visit) within the framework of the North Karelia Project and 
the Finnish part of Monitoring Trends of Determinants in CArdiovascular Disease 
(FINMONICA) study (Puska et al., 1979; Puska et al., 1983; Vartiainen et al., 1994). These 
original two studies were conducted to evaluate the risk factors, morbidity and mortality from 
CVDs. In 1972 and 1977, a random sample of 6.6% of the population born in 1913-1947 and 
living in Kuopio and North Karelia provinces in Eastern Finland was drawn. In 1982 and 1987, 
the sample included people aged 25-64 years and was stratified so that in both areas at least 250 
subjects were chosen from each sex and 10-year age group. This procedure was used to comply 
with the international World Health Organization (WHO) Multinational MONItoring of trends 
and determinants in Cardiovascular disease (MONICA) project protocol (WHO MONICA 
Project Principal Investigators, 1988). The participation rates in these baseline surveys were 
high, ranging from 77% to 96% (Vartiainen et al., 1994). 
A random sample of 2000 individuals on average 50 years old (range 39-64 years) was invited 
to participate in the re-examination conducted within the CAIDE study (Kivipelto et al., 2001a). 
Those eligible still alive and living in or close to the towns of Kuopio or Joensuu, were 65-79 
years old in 1997. Altogether 1449 (72.5 %) persons agreed to participate in the first phase of the 
re-examination (screening phase) in 1998. However, 40 persons who were screened, and 
referred for further evaluation in the second phase, refused to continue in the study. Thus, after 
an average follow-up of 21 years, a total of 1409 (70.5 %) participants completed the re-
examination with a complete cognitive assessment. The flow chart (Figure 2) presents the 
formation of the CAIDE study population. The CAIDE study was approved by the local ethics 
committee, and written informed consent was obtained from all participants before enrolment 
in the study in 1998. 
4.2 MIDLIFE (BASELINE) EXAMINATION 
The survey methods used during the midlife visits (baseline) were carefully standardized and 
complied with international recommendations. They also followed the WHO MONICA 
protocol in 1982 and 1987 (WHO MONICA Project Principal Investigators, 1988), and were 
comparable with the methods used in 1972 and 1977 (Vartiainen et al., 1994). 
4.2.1 Dietary assessment 
In brief, at baseline an exhaustive structured questionnaire (on average 135 items) was mailed to 
the participants prior to their visit and this was returned to the survey site. The self-
administered questionnaire contained sections on health-related behaviours (dietary habits, 
alcohol consumption, leisure-time and work-related PA and smoking), health status and 
medical history, including cerebrovascular and cardiovascular events and conditions diagnosed 
by a physician. Each survey questionnaire had approximately 20 multiple-choice questions 
about dietary habits. Most of these questions were qualitative or frequency-based, but the 
consumptions of milk, sour milk, eggs, coffee, tea, and sugar in tea/coffee were assessed 




spread used was inquired during the examination in a standardized way. The amount of spread 
was also asked: standard-sized bread slices with different amounts of spread per bread (0, 2.5, 
5, 10, or 15 g) were shown as examples. Fat intake from milk, sour milk and spreads was 
calculated and used as an indicator of total fat intake. In the analyses, the net amount of spreads 
was used; it was calculated as “gross amount of spreads * fat content“. Further, PUFAs, MUFAs 
and SFAs derived from spreads were calculated from these data. For the milk and sour milk, 
amounts of various fatty acids were calculated according to the information received from 
national milk company. PUFAs (2.5% of the FAs) were calculated as “milk fat * 0.025”, MUFAs 
(22.5% of the FAs) as “milk fat * 0.225”, and SFAs (62.5% of the FAs) as “milk fat * 0.625”. In 
study I, dietary fat intakes were dichotomized (two lowest tertiles = low intake vs. highest tertile 
= high intake), whereas in study II, dietary fat intakes from spreads and milk products were 
categorized into quartiles. The questions concerning alcohol consumption varied somewhat 
between different baseline sampling and late-life years. In study I, late-life alcohol consumption 
was used in the analyses as follows: 1) at least once a month, 2) less than once a month, 3) not 
using alcohol. In study IV (years 1982 and 1987), weekly alcohol consumption at midlife was 
inquired for beer, wine, spirits and so-called long drinks, and the total weekly alcohol intake 
(grams/week) was defined as follows: a bottle of beer containing 12.5 grams of alcohol, a glass 
of wine 12 g, a drink of spirits 12 g, and a long drink 14.5 g. 
4.2.2 Other assessments 
Leisure-time PA was assessed on the questionnaire as follows: “How often do you participate in 
leisure time PA that lasts at least 20-30 minutes and causes breathlessness and sweating?” There 
were six response categories: 1) daily, 2) 2-3 times a week, 3) once a week, 4) 2-3 times a month, 
5) a few times a year, 6) not at all. For the current analyses, the original categories were 
dichotomized into groups: 1) persons who participated in leisure-time PA at least twice a week 
(= active), and 2) persons who participated in leisure-time PA less than twice a week (= 
sedentary). Work-related PA including occupational and commuting PA was not used as a 
confounder in this thesis. Smoking was classified as ever/never smoker (Studies I-III) or as 
current/former/non-smoker (Study IV). 
At the survey site, measurement of BP, height and weight was also included, the two latter 
mentioned also enabling the calculation of BMI – weight (in kilograms) divided by height (in 
meters) squared. Furthermore, venous blood specimens were taken to determine serum 
cholesterol profiles. In 1972 and 1977, serum total cholesterol level was determined from frozen 
serum samples by using the Liebermann–Burchard method vs. in 1982 and 1987 from fresh 
serum samples by using an enzymatic method (CHOD-PAP Monotest, Boehringer, Mannheim, 
Germany). The enzymatic assay yielded values that were 2.4 % lower than those measured by 
the Liebermann–Burchard method; thus, the values for total cholesterol level from the 1972 and 
1977 surveys were corrected accordingly. All cholesterol levels were determined at the same 
central laboratory, and the laboratory data were standardized against national and international 
reference laboratories. 
4.3 LATE-LIFE EXAMINATION 
Survey methods in 1998 were identical to those applied in the previous surveys. Information on 
each subject’s medical status was updated and the history of cardio/cerebrovascular 
events/conditions (i.e. MI, stroke or DM) (yes/no), the use of cholesterol-lowering drugs as well 
as a questionnaire related to psychosocial factors were added. Blood leukocyte samples were 
analyzed to determine ApoE genotype. The standard phenol-chloroform technique was used to 
extract DNA; ApoE genotypes were analyzed by polymerase chain reaction and HhaI digestion, 
as described previously (Tsukamoto et al., 1993). For the analyses, ApoE genotypes were 




ε3/ε3). Among the participants (n = 1409) of the study, approximately one third (n = 489, 34.7 %) 
were ApoE ε4 carriers, and the remainder (n = 885, 62.8 %) non-carriers. In 1998, the depressive 
symptoms were measured with Beck depression scale (Beck et al., 1961). 
4.3.1 Measurement of cognitive functions 
In the late-life examination in 1998, cognitive functions were investigated in three phases 
(figure 2): 
1) Screening phase: all participants were evaluated using the following cognitive tests: 
 Mini Mental State Examination (MMSE) as a measure of global cognitive function 
(Folstein et al., 1975) 
 Immediate word recall tests for episodic memory (Nyberg et al., 1997; Heun et al., 1998); 
the mean number of correct words was calculated from three different 10 word lists 
 Category fluency test for semantic memory (Borkowski et al., 1967); the score was the 
number of correct animal names generated in 60 seconds 
 Purdue Peg Board task (Tiffin, 1968) and letter-digit substitution test for psychomotor 
speed (Wechsler, 1944); the sum of the normalized scores in these tests divided by two 
was calculated 
 Stroop colour-word test for executive functioning (Stroop, 1935); the difference was 
calculated between the time used for naming the colour of the ink in which 
incongruously named colour words are printed, and the time used for naming coloured 
rectangles 
 Prospective memory task (Einstein et al., 1997); at the beginning of the test-session, the 
subject was asked to remind the investigator, that he/she must sign a paper at the end of 
the test session. The score in the test was categorized as remembering without reminder 
(score=4), remembering with one reminder (score=3), remembering with two reminders 
(score=2), or not remembering (score=1). 
 Subjective memory rating (Bennett-Levy 1980); as a mean result of 22 questions all 
ranging from 1 (highest) to 4 (lowest). 
 
2) Clinical phase: subjects with ≤ 24 points on MMSE underwent a thorough cardiovascular and 
neurological examination by a physician, and a detailed neuropsychological evaluation by a 
neuropsychologist. A review board (comprising of the study physician, the study 
neuropsychologist and a senior neurologist) ascertained the preliminary diagnoses based on all 
available information. Subjects judged to have possible dementia were invited to phase 3 of the 
examination. 
 
3) Differential diagnostic phase included brain magnetic resonance imaging (MRI), blood tests, 
chest radiograph, electrocardiogram, and cerebrospinal fluid (CSF) analysis. All data 
accumulated from phases 1 and 2 were carefully re-assessed by the review board before the 
final diagnosis was established. Altogether 61 individuals were diagnosed with dementia, and 
48 of those had AD. In addition, 82 subjects received a diagnosis of MCI, and 1266 were 


















































Figure 2. Formation of the CAIDE study population. 
 
4.3.2 Diagnosis of MCI, dementia and AD 
The diagnosis of dementia was based on DSM-IV criteria (American Psychiatric Association, 
1994), and probable and possible ADs were diagnosed according to NINCDS-ADRDA criteria 
(McKhann et al., 1984). Patients with AD displayed generalized and/or medial temporal lobe 
atrophy, and none had significant vascular pathology on MRI. Isolated, minor lacunae or 
moderate white matter changes were not considered as exclusion criteria for AD. AD patients 
scored four or less on the Hachinski Ischemia Scale (Hachinski et al., 1975). VaD diagnosis was 
based on the NINDS-AIREN criteria (Román et al., 1993). Consensus criteria were used to 
diagnose other dementia types: frontotemporal dementia (FTD) (Neary et al., 1998), dementia 
with Lewy bodies (DLB) (McKeith et al., 1996), and alcohol-related dementia (Oslin et al., 1998). 
Dementia diagnoses for non-participants were derived from patient records of the local 




Participants were classified as having MCI using a modified version of the Mayo Clinic AD 
Research Criteria (Petersen et al., 1999). These included: 1) memory complaint by patient, family 
or physician; 2) normal activities of daily living; 3) normal global cognitive function as judged 
by physician; 4) objective impairment of memory or other areas of cognitive functioning as 
evidenced by scores > 1.5 standard deviations (SD) below the age-appropriate mean; 5) Clinical 
Dementia Rating (CDR) score of 0.5; and 6) absence of dementia. 
4.4 STATISTICAL METHODS 
All statistical analyses were conducted using SPSS for Windows, version 11.5, 14.0 or 21 (SPSS 
Inc., Chicago, Illinois, USA) software. Additionally in study IV, version 17 of the PASW 
statistics was used in the finalized analyses. The differences between persons with MCI and 
cognitively normal persons, demented and non-demented, as well as between non-participants 
and participants of the follow-up study (including comparisons between women and men 
among participants), were investigated with independent samples t-test and chi square (Χ2) -
test. 
Multiple logistic regression analyses with adjustments for the main confounders were used 
to calculate Odds Ratios (ORs) with 95 % Confidence Intervals (CIs) for MCI (study I), dementia 
(studies II, III, IV), and AD (studies II, III, IV). In studies III and IV, the main analyses included 
only dementia and AD diagnoses from the study to ensure diagnostic accuracy, although the 
analyses were reran also including the dementia cases found in the follow-up non-participants 
from the medical records. In study II, the results shown in detail included also the non-
participants, because it was wished to include as many demented individuals as possible in the 
analyses. Analyses of covariance (ANCOVA) with Bonferroni adjustments for multiple 
comparisons were used to analyse differences in several cognitive functions according to the 
midlife fat intake (study I) and in MMSE according to the adherence to a healthy diet (study IV). 
The effect modification by ApoE ε4 (studies I, II, III) or sex (studies I, III) was investigated first 
by including the interaction terms into the analyses, and then carrying out analyses stratified by 
ApoE ε4/sex. In the second study, we also investigated the odds of dementia/AD in each effect 
modifier*exposure subgroup (ApoE ε4*fat intake) by creating variables including all the 
possible groupings. The level of significance was p ≤ 0.05 in all analyses. 
4.5 METHODOLOGICAL ISSUES OF THE SUB-STUDIES 
In the statistical analyses of this doctoral thesis, the 1972, 1977, 1982, and 1987 cohorts were 
combined. However, in study IV only the sub-samples first enrolled in either 1982 or 1987 were 
used, because for those subjects more extensive dietary information was available. 
4.5.1 Study I 
The first study focused on persons without dementia. Differences between individuals with 
MCI and cognitively normal persons were analysed with independent samples t-tests and Χ2 -
tests. The association between midlife dietary fat intake and MCI was investigated with 
multiple logistic regression analyses (two models). For cognitive functions, ANCOVA were 
applied with similar adjustments as for MCI. Those individuals who had dementia (n = 68) were 
excluded from the analyses. Dietary fat intakes i.e. intakes of total fat from milk products and 
spreads, SFAs, PUFAs and MUFAs derived from milk and spreads, and PUFA-SFA ratio (milk 
products and spreads) were dichotomized (two lowest tertiles = low intake vs. highest tertile = 
high intake), and the lowest category was used as the reference group (Table 9). Information 
concerning fats in cooking and baking in the household were also dichotomized: using 
vegetable oil or margarine vs. butter or butter–oil mixture. Additionally, in 1987, the frequency 




at least twice a week vs. less. The first analyses were conducted by adjusting for midlife age, sex, 
education, follow-up time and other subtypes of fats. In model 2, further adjustments were 
made also for ApoE ε4 carrier status and midlife vascular risk factors including smoking, SBP, 
serum total cholesterol, and BMI. Further analyses controlled additionally either for midlife 
leisure-time PA, alcohol consumption, or vascular disorders at late-life including MI, stroke and 
DM. 
 
Table 9. Categories for different types of fats used in Study I. 
 
Type of fat Low High 
Total fat (from milk products and spreads) 0-38.0 g/day >38.0 g/day 
SFA from spreads 0-21.6 g/day >21.6 g/day 
MUFA from spreads 0-11.3 g/day >11.3 g/day 
PUFA from spreads 0-2.1 g/day >2.1 g/day 
PUFA-SFA ratio (milk products and spreads) 0-0.05 >0.05 
 
Abbreviations: MUFA = monounsaturated fatty acid; PUFA = polyunsaturated fatty acid; SFA = 
saturated fatty acid. 
 
4.5.2 Study II 
In the second study, we examined the role of midlife dietary fat intake on the subsequent 
development of dementia/AD; the dementia diagnoses of the non-participants derived from 
patient records of the local hospitals and primary health care centers were included. Fat intake 
from milk, sour milk and spreads was calculated and used as an indicator of total fat intake. 
Furthermore, PUFAs, MUFAs and SFAs derived from spreads were calculated from these data. 
For the logistic regression analyses, dietary fat intakes from spreads and milk products (milk 
and sour milk) were categorized into quartiles (Table 10), and the lowest quartile served as the 
reference group. Analyses were adjusted for midlife age, gender, education, follow-up time, 
milk fat and other subtypes of fats from spreads (model 1). Further analyses (model 2) 
controlled also for midlife vascular risk factors including smoking status (smoker/non-smoker), 
SBP (as continuous), cholesterol (as continuous), and BMI (as continuous), ApoE ε4 carrier 
status (carrier/non-carrier), the history of vascular disorders (inquired at the re-examination) 
including MI (yes/no), stroke (yes/no), and DM (yes/no). 
 
Table 10. Categories for different types of fats used in Study II. 
 








Total fat (from milk products and spreads) 0-18.6 18.7-30.2 30.3-46.6 >46.6 
Fat from milk products (milk/sour milk) 0-4.8 4.9-9.4 9.5-17.2 >17.2 
Fat from spread 0-12.5 12.6-22.5 22.6-35.0 >35.0 
 SFA from spreads 0-4.1 4.2-8.3 8.4-15.8 >15.8 
 MUFA from spreads 0-3.7 3.8-6.2 6.3-9.9 >9.9 
 PUFA from spreads 0-0.4 0.5-0.8 0.9-2.9 >2.9 
 
Abbreviations: MUFA = monounsaturated fatty acid; PUFA = polyunsaturated fatty acid; SFA = 





4.5.3 Study III 
The third study focused on evaluating the associations between midlife coffee/tea consumption 
and the development of dementia/AD later in life. The consumptions of coffee and tea were 
assessed quantitatively at the midlife examination. In this study, the following question was 
used: “How many cups of coffee do you drink daily?” to assess the level of coffee consumption; 
one cup of coffee equals 1.25 dl. According to the responses, the participants were categorized 
into three coffee drinking categories: consumers of 0-2 cups (low, n = 223), 3–5 cups (moderate, 
n = 641) and >5 cups (high, n = 542) per day. Information about the type of coffee was collected 
only in the year 1987 (filtered coffee n = 129, boiled coffee n = 63, instant coffee n = 6), but due to 
the small sample size no further analyses could be done. Subsequently, the question concerning 
tea consumption was dichotomized into those not drinking tea (0 cup/day) vs. those drinking 
tea (≥1 cup/day). Logistic regression models were used to analyze independent effect of coffee 
or tea drinking to the risk of dementia and AD so that the lowest category served as the 
reference group. The analyses were first adjusted for midlife age, sex, education, follow-up time 
and community of residence (model 1). Additional adjustments were made also for midlife 
smoking, SBP, serum total cholesterol, BMI, and PA (model 2), as well as for the ApoE ε4 allelic 
status, the presence of late-life MI/stroke/DM, and Beck depressive scale (Model 3). In addition, 
analyses for dementia were rerun including also diagnoses from the patient records for the non-
participants in the follow-up (models 1 and 2). 
4.5.4 Study IV 
The fourth study examined the long-term effects of DPs on the subsequent development of 
dementia/AD. The analyses were restricted to those participants that were first included in 1982 
or 1987, since the information about dietary habits was more extensive (Table 11).  
 
Table 11. Dietary questions included in the midlife healthy-diet index. 
 
Question Answering options 
Beneficial components 
How often have you eaten vegetables or root vegetables 
(not potato) as such, grated or fresh during last week (7 days)? 
1) never 
2) during 1-2 days/week 
3) during 3-5 days/week 
4) during 6-7 days/week 
How often have you eaten fresh or frozen berries or fruits during 
last week (7 days)? 
1) never 
2) during 1-2 days/week 
3) during 3-5 days/week 
4) during 6-7 days/week 
How many slices of bread do you use daily? (Asked at the study site) Open 
How often do you consume fish? 
(This question only from year 1987.) 
1) once/day 
2) almost every day 
3) couple of times/week 
4) once/week 
5) once or twice/month 
6) rarely or never 
How many cups of coffee do you drink typically during one day? Open 
Monounsaturated fatty acids (MUFAs) from milk products and 
spreads (Consumption about spreads was asked at the study site) 
Open 
Polyunsaturated fatty acids (PUFAs) from milk products and 
spreads (Consumption about spreads was asked at the study site) 
Open 




Table 11. (continued) Dietary questions included in the midlife healthy-diet index. 
 
Question Answering options 
Detrimental/unhealthy components 
How often do you consume sausage foods? 1) ≥ once/day 
2) almost every day 
3) couple of times/week 
4) once/week 
5) once or twice/month 
6) rarely or never 
How many eggs (boiled, fried) do you eat normally during one week? Open 
How often do you eat candies? 1) never 
2) ≤ once/week 
3) couple of times/week 
4) ≥ once/day 
How often do you drink sweet (sugary) soft drinks? 1) never  
2) ≤ once/week 
3) couple of times/week 
4) ≥ once/day 
How many sugar lumps and teaspoonfuls of granulated sugar do 
you use when drinking one cup of coffee or tea? 
Open 
How often do you consume salty fish? 
(This question only from year 1982.) 
1) ≥ once/day 
2) almost every day 
3) couple of times/week 
4) once/week 
5) once or twice/month 
6) rarely or never 
Saturated fatty acids (SFAs) from milk products and spreads 
(Consumption about spreads was asked at the study site) 
Open 
Other components 
How many glasses of alcohol (typical measure) or bottles have you 
been drinking during last week? (If you have not drunk any alcohol, 
mark 0.) 
 
Beer (IV A or III) ________ bottles 
Long drinks ________ bottles 
Spirits ________ measures (~ 4cl) 
Wine ________ glasses 
How often do you add salt in your food on the dining table? 1) almost never 
2) usually, when the food is not salty 
enough 
3) almost always before tasting 
Type of fats used in cooking 1) vegetable oil/margarine 
2) butter/butter-oil mixture 
Type of fats used in baking 1) vegetable oil/margarine 
2) butter/butter-oil mixture 
 
For calculating the midlife healthy-diet index (HDI), the method was modified from that 
Trichopoulou et al. (2003) used for the construction of the MEDI score. The composition of the 
CAIDE midlife HDI is shown in table 12. A value of 0 or 1 was assigned to each of the 18 food 




consumption of the beneficial components was at or above the sex-specific median level, and 
for detrimental components when the consumption was below the sex-specific median level. 
Beneficial components included vegetables and roots, berries and fruits, bread, fish (the 1987 
sample only), coffee drinking, and MUFAs and PUFAs from milk products and spreads 
(consumption about spreads was inquired at the study site). Unhealthy components included 
sausage foods, eggs, candies, sweet soft drinks, sugar lumps in coffee/tea, salty fish (the 1982 
sample only), and SFAs from milk products and spreads. For alcohol drinking, a value of 1 was 
assigned to persons with moderate alcohol consumption and a value of 0 to persons not 
consuming alcohol or consuming abundantly (moderate and abundant were defined with sex-
specific median values among drinkers). With respect to the use of salt on the dining table, a 
value of 1 was given to persons who were not adding salt to the meals and a value of 0 to the 
other categories (i.e. adding salt when the food is not salty enough or almost always before 
tasting). Finally, we also included fats used for cooking and baking in the household into our 
HDI: using vegetable oil or margarine was assigned a value of 1 and butter or a butter-oil 
mixture a value of 0. There were some missing values for some of the food groups (0–19 persons 
with missing values apart from the variable ‘fat used in baking’, where there were 51 missing 
values). Those with missing values were given 0.5 points for that respective food group. After 
adding up the points of every food category, the total HDI was estimated that could range 
theoretically from 0 (minimal adherence to healthy diet) to 17 (maximal adherence). The HDI 
was dichotomized based on median values: 0–8 points (low adherence to healthy diet) and >8 
points (high adherence to healthy diet). 
 
Table 12. Formation of the CAIDE midlife healthy-diet index. 
 
Food consumption Points a 
Men Women 
Beneficial components 1 point, if… 1 point, if… 
 Vegetables and roots ≥1 time/week ≥3 times/week 
 Berries and fruits ≥1 time/week ≥3 times/week 
 Bread >5 slices/day >3 slices/day 
 Fish (in subsample only) b ≥once/week ≥once/week 
 Coffee >4 cups/day >3 cups/day 
 MUFA from milk products and spreads >11.2 g/day >6.13 g/day 
 PUFA from milk products and spreads >2.06 g/day >1.04 g/day 
Detrimental/unhealthy components   
 Sausage foods ≤twice/month <once/month 
 Eggs (boiled, fried) <2/week <2/week 
 Candies never never 
 Sweet soft drinks never never 
 Sugar lumps in tea and coffee <6 lumps/day <2 lumps/day 
 Salty fish (in subsample only) b <once/month <once/month 
 SFA from milk products and spreads c <19.5 g/day <10.2 g/day 
Alcohol drinking d moderately (1-60 g/week) moderately (1-23.9 g/week) 
Use of salt on the dining table not adding salt to meals not adding salt to meals 
Type of fats used for cooking vegetable oil or margarine vegetable oil or margarine 
Type of fats used for baking vegetable oil or margarine vegetable oil or margarine 
 
Total score indicating low vs. high adherence to healthy diet: 0–8 points vs. >8 points. 




Table 12. (continued) 
 
a One point for each variable was given, if a person had a consumption level at or above the sex-
specific median level for the beneficial component, and below the sex-specific median for 
detrimental components. For variables where medians were not used, 1 point was given for a 
favorable consumption pattern. For alcohol drinking, moderate drinking was defined as drinking 
below the sex-specific median among drinkers. Both non-drinkers and heavy drinkers had 0 points. 
b In the calculation of the HDI, information on salty fish consumption was available for subjects 
included in 1982 and fish consumption for subjects included in 1987. Therefore, there were 17 items 
available for each subject. 
c For example, 5 g of spread (margarine containing 60% fat) contains 1.2 g MUFAs, 0.9 g PUFAs, 
and 0.7 g SFAs (values may vary depending on product), and 1 glass (2 dl) of semi-skimmed milk 
(1.5% fat) contains 0.7 g MUFAs, 0.1 g PUFAs, and 2.1 g SFAs. 
d One glass of wine or 1 shot of liquor contains on average 12 g of alcohol, 1 bottle of beer contains 
12.5 g and 1 bottle of long drink contains 14.5 g of alcohol. 
Abbreviations: CAIDE = Cardiovascular risk factors, Aging and Incidence of Dementia study; HDI = 
healthy-diet index; MUFA = monounsaturated fatty acid; PUFA = polyunsaturated fatty acid; SFA = 




The independent effect of a healthy diet on the risk of dementia and AD was investigated with 
multiple logistic regression analyses, so that the group with low adherence to a healthy diet 
served as the reference group. The analyses were controlled first for age, sex, education, follow-
up time, community of residence, and ApoE ε4 carrier status (model 1). Model 2 was adjusted 
additionally for cardiovascular risk factors including midlife SBP, serum total cholesterol, BMI, 
and the presence of late-life MI/stroke/DM. Model 3 was adjusted additionally for midlife 
leisure-time PA and smoking. For MMSE, analysis of covariance (ANCOVA) was applied with 
similar adjustments as for dementia and AD. Bonferroni adjustments were used for multiple 
comparisons. For the non-participants, logistic regression analyses were done to the appropriate 
extent (model 1 was adjusted for age, sex, education, and community of residence; model 2 was 
adjusted additionally for midlife SBP, serum total cholesterol and BMI, and model 3 was 






5.1 GENERAL CHARACTERISTICS OF THE CAIDE POPULATION 
Of the 2000 individuals invited to the re-examination in 1998, altogether 1449 (72.5 %) came to 
the screening visit (Figure 2) (average follow-up 21 years). 1409 individuals (70.5 %) 
participated in the complete re-examination. A total of 61 (4.3 %) persons were diagnosed with 
dementia, out of which 48 had AD. The dementia diagnoses of the non-participants (subjects 
who did not attend or complete the re-examination) were derived from patient records of the 
local hospitals and primary health care centers. The total number of persons with dementia 
increased to 117 (5.9 % of the total sample of 2000 persons), of which 76 (3.8 % of the total 
population) had AD. There were 82 (5.8 %) participants who were diagnosed as having MCI. 
The mean age (SD) of the population at the midlife examination was 50.6 (6.0) years, and the 
mean age at late-life examination was 71.6 (4.1) years. There were 1250 women (62.5 %), and 750 
men (37.5 %). Half of the population sampled lived in or close to the town of Kuopio and half 
lived in or close to the town of Joensuu. 
5.1.1 Participants and non-participants 
The non-participants in the late-life survey differed from the participants in that they were 
older and less educated (Table 13). The non-participants also had had worse vascular risk factor 
profiles at midlife, with higher SBP, DBP, total cholesterol level, and BMI. The proportion of 
smokers also tended to be somewhat higher among the non-participants. Additionally, the total 
fat intake and the consumption of SFAs and MUFAs were higher, whereas consumption of tea 
was lower among the non-participants. Dementia was more prevalent among the non-
participants compared to the participants. 
5.1.2 Women and men 
Among the participants, women were slightly older than men at the time of late-life 
examination (Table 14). Instead, the mean education was higher in the men. At midlife, the total 
fat intake and the consumption of SFAs, MUFAs and PUFAs from milk, sour milk and spreads 
were all higher in the men. Men tended to drink more coffee at midlife than women, but there 
were no differences in tea drinking habits between sexes. Smoking and alcohol drinking at least 
once/month were more common among men than women. SBP, total cholesterol and BMI were 
similar regardless of sex, but DBP was higher in the men. Men were more often physically 
active in their leisure-time. The occurrence of dementia, AD, and MCI was similar among 
women and men, as were the occurrences of stroke and DM. However, there were twice as 
many men who had suffered a MI than women. Women had higher scores on the Beck 





Table 13. General characteristics of the CAIDE population. 
 
  All 
n = 2000 
Participants 
n = 1409 
Non-participants 
n = 591 
p *) 
Demographic characteristics 
Age, years Midlife 50.6 (6.0) 50.4 (6.0) 51.2 (5.9) <0.01 
Latelife 71.6 (4.1) 71.3 (4.0) 72.4 (4.1) <0.01 
Sex, n (%) Women 1250 (62.5) 875 (62.1) 375 (63.5) 0.57 
Men 750 (37.5) 534 (37.9) 216 (36.5) 
Community, n (%) Kuopio 1000 (50.0) 691 (49.0) 309 (52.3) 0.19 
Joensuu 1000 (50.0) 718 (51.0) 282 (47.7) 
Education, years 8.3 (3.4) 8.6 (3.5) 7.5 (3.0) <0.01 
Midlife dietary factors 
Total fat, g/d 36.3 (26.8) 35.1 (26.0) 39.1 (28.3) <0.01 
SFA, g/d 20.9 (17.5) 20.2 (16.9) 22.7 (18.6) <0.01 
MUFA, g/d 10.7 (8.0) 10.4 (7.8) 11.5 (8.5) <0.01 
PUFA, g/d 3.0 (4.5) 2.9 (4.4) 3.1 (4.7) 0.41 
Coffee drinking, cups/d 4.9 (2.4) 4.8 (2.4) 5.0 (2.3) 0.11 
Tea drinking, cups/d 0.8 (1.2) 0.8 (1.2) 0.6 (1.2) <0.01 
Alcohol drinking, n (%) < once/month 1047 (52.4) 723 (51.3) 324 (54.8) 0.53 
≥ once/month 417 (20.9) 295 (20.9) 122 (20.6) 
Midlife lifestyle factors 
SBP, mmHg 146.0 (20.6) 144.3 (19.8) 150.2 (21.7) <0.01 
DBP, mmHg 89.9 (11.1) 89.2 (10.9) 91.7 (11.3) <0.01 
Total cholesterol, mmol/l 6.8 (1.2) 6.7 (1.2) 7.0 (1.3) <0.01 
BMI, kg/m2 26.8 (4.0) 26.6 (3.7) 27.2 (4.5) <0.01 
Smokers, n (%) 886 (44.3) 605 (42.9) 281 (47.5) 0.06 
Leisure-time physical 
activitya, n (%) 
Active 781 (39.1) 558 (39.6) 223 (37.7) 0.61 
Sedentary 1154 (57.7) 812 (57.6) 342 (57.9) 
Late-life cognitive impairment 
Dementia, n (%) 117 (5.9) 68 (4.8) 49 (8.3) <0.01 
AD, n (%) 76 (3.8) 51 (3.6) 25 (4.2) 0.44 
 
*) p-value is for the difference between participants and non-participants. T-test was used for 
continuous, and chi square test for categorical variables. 
The values are means (standard deviations [SDs]) unless otherwise stated. 
a Physically active at leisure-time indicates exercise at least twice a week, while physically 
sedentary/inactive indicates exercise less than twice a week. 
Abbreviations: AD = Alzheimer’s disease; BMI = body mass index; DBP = diastolic blood pressure; 
MUFA = monounsaturated fatty acid; PUFA = polyunsaturated fatty acid; SBP = systolic blood 
pressure; SFA = saturated fatty acid. Total fat, SFA, MUFA and PUFA are calculated from milk, sour 







Table 14. General characteristics of the CAIDE participants (n = 1409) according to sex. 
 
  Women 
n = 875 
Men 
n = 534 
p *) 
Demographic characteristics 
Age, years Midlife 50.5 (6.1) 50.0 (5.8) 0.12 
Latelife 71.5 (4.1) 70.9 (3.9) <0.01 
Community, n (%) Kuopio 418 (47.8) 273 (51.1) 0.22 
Joensuu 457 (52.2) 261 (48.9) 
Education, years 8.5 (3.2) 8.9 (3.8) 0.04 
Follow-up time, years 20.9 (4.9) 20.8 (4.9) 0.71 
ApoE ε4, n (%) Carriers 289 (33.0) 200 (37.5) 0.10 
Non-carriers 563 (64.3) 322 (60.3) 
Midlife dietary factors 
Total fat, g/d 27.4 (17.8) 47.7 (31.8) <0.01 
SFA, g/d 15.8 (11.7) 27.4 (21.1) <0.01 
MUFA, g/d 8.1 (5.3) 14.1 (9.6) <0.01 
PUFA, g/d 2.2 (3.1) 4.1 (5.8) <0.01 
Coffee drinking, cups/d 4.7 (2.1) 5.0 (2.8) 0.07 
Tea drinking, cups/d 0.8 (1.2) 0.8 (1.3) 0.81 
Alcohol drinking, n (%) < once/month 524 (59.9) 199 (37.3) <0.01 
≥ once/month 108 (12.3) 187 (35.0) 
Midlife lifestyle factors 
SBP, mmHg 144.6 (20.7) 143.6 (18.3) 0.36 
DBP, mmHg 88.5 (10.7) 90.4 (11.2) <0.01 
Total cholesterol, mmol/l 6.8 (1.3) 6.7 (1.1) 0.10 
BMI, kg/m2 26.6 (4.0) 26.5 (3.1) 0.61 
Smokers, n (%) 200 (22.9) 405 (75.8) <0.01 
Leisure-time physical activitya, n (%) Active 317 (36.2) 241 (45.1) <0.01 
Sedentary 526 (60.1) 286 (53.6) 
Late-life clinical characteristics 
Dementia, n (%) 35 (4.0) 26 (4.9) 0.44 
AD, n (%) 29 (3.3) 19 (3.6) 0.79 
MCI, n (%) 55 (6.3) 27 (5.1) 0.36 
MI, n (%) 91 (10.4) 116 (21.7) <0.01 
Stroke, n (%) 57 (6.5) 42 (7.9) 0.35 
DM, n (%) 49 (5.6) 42 (7.9) 0.10 
Beck depression scale 10.4 (6.7) 8.6 (6.4) <0.01 
 
*) p-value is for the difference between women and men. T-test was used for continuous, and chi 
square test for categorical variables. The values are means (SDs) unless otherwise stated. 
a Physically active at leisure-time indicates exercise at least twice a week, while physically 
sedentary/inactive indicates exercise less than twice a week. 
Abbreviations: AD = Alzheimer’s disease; BMI = body mass index; DBP = diastolic blood pressure; 
DM = diabetes mellitus; HDI = healthy-diet index; MCI = mild cognitive impairment; MI = 
myocardial infarction; MUFA = monounsaturated fatty acid; PUFA = polyunsaturated fatty acid; SBP 
= systolic blood pressure; SFA = saturated fatty acid. Total fat, SFA, MUFA and PUFA are calculated 





The participants diagnosed as having MCI were older than controls at the time of the late-life 
examination (Table 15). They were less educated, had higher serum total cholesterol level at 
midlife, a tendency to have higher midlife SBP, as well as a lower intake of PUFAs from milk, 
sour milk and spreads compared to cognitively normal persons. As expected, the MCI group 
had poorer late-life cognitive functioning in all of the measured domains - global cognitive 
functioning, episodic, semantic and prospective memories, psychomotor speed and executive 
functioning. 
5.1.4 Dementia 
Participants with dementia were older than controls at the time of the late-life examination 
(Table 15). They were also less educated, were more often ApoE ε4 carriers, and had higher 
midlife values of SBP, DBP, serum total cholesterol, and BMI compared to cognitively normal 
subjects. The occurrences of MI and stroke were higher among the group with dementia than 
among controls, as was the presence of depressive symptoms. As expected, the dementia group 
had the poorest performance in cognitive tests. 
5.1.5 Adherence to healthy diet 
Individuals with low midlife adherence to a healthy diet were less educated as compared to the 
high adherence group (Table 16). The low adherence group also had higher DBP and BMI, they 
were more often sedentary, and were more often diagnosed with dementia/AD later in life. 
Altogether 59.0 % of the non-participants in the CAIDE 1998 re-examination belonged to the 
group with a low adherence to a healthy diet compared to 53.7 % of the participants; however, 







Table 15. General characteristics of CAIDE participants (n=1409) according to cognition in 1998. 
 
  Normal 
n = 1266 
Clinical MCI 
n = 82 
Demented 
n = 61 
p 1) p 2) 
Demographic characteristics 
Age, years Midlife 50.1 (6.0) 51.7 (5.8) 53.4 (4.8) 0.02 <0.01 
Latelife 71.0 (3.9) 72.8 (4.1) 74.5 (3.9) <0.01 <0.01 
Sex, n (%) Women 785 (62.0) 55 (67.1) 35 (57.4) 0.36 0.47 
Men 481 (38.0) 27 (32.9) 26 (42.6) 
Community, n (%) Kuopio 600 (47.4) 49 (59.8) 42 (68.9) 0.03 <0.01 
Joensuu 666 (52.6) 33 (40.2) 19 (31.1) 
Education, years 8.8 (3.5) 6.8 (2.4) 6.7 (2.6) <0.01 <0.01 
Follow-up time, years 20.9 (5.0) 21.1 (4.8) 21.1 (4.4) 0.73 0.71 
ApoE ε4, n (%) Carriers 427 (33.7) 31 (37.8) 31 (50.8) 0.44 <0.01 
Non-carriers 810 (64.0) 49 (59.8) 26 (42.6) 
Midlife dietary factors 
Total fat, g/d 34.9 (26.2) 38.2 (23.9) 36.1 (24.8) 0.26 0.72 
SFA, g/d 20.0 (17.0) 23.0 (16.0) 20.0 (16.1) 0.12 0.99 
MUFA, g/d 10.4 (7.9) 11.0 (6.8) 10.6 (7.7) 0.49 0.77 
PUFA, g/d 3.0 (4.5) 2.3 (2.9) 3.4 (4.9) 0.06 0.50 
Coffee drinking, cups/d 4.8 (2.4) 4.8 (2.3) 4.8 (2.9) 0.93 0.91 
Tea drinking, cups/d 0.8 (1.2) 0.9 (1.3) 1.0 (1.6) 0.47 0.35 
Alcohol drinking, 
n (%) 
< once/month 652 (51.5) 40 (48.8) 31 (50.8) 0.30 0.29 
≥ once/month 257 (20.3) 21 (25.6) 17 (27.9) 
Midlife lifestyle factors 
SBP, mmHg 143.4 (19.4) 148.4 (23.2) 155.4 (20.7) 0.06 <0.01 
DBP, mmHg 89.0 (10.8) 90.6 (11.0) 92.3 (12.2) 0.19 0.02 
Total cholesterol, mmol/l 6.7 (1.2) 7.2 (1.2) 7.1 (1.0) <0.01 <0.01 
BMI, kg/m2 26.5 (3.7) 27.1 (3.6) 27.9 (3.9) 0.12 <0.01 
Smokers, n (%) 548 (43.3) 29 (35.4) 28 (45.9) 0.16 0.69 
Leisure-time physical 
activitya, n (%) 
Active 502 (39.7) 37 (45.1) 19 (31.1) 0.29 0.16 
Sedentary 729 (57.6) 42 (51.2) 41 (67.2) 
Late-life cognitive functioning 
Global cognitive function (MMSE) 26.3 (1.9) 22.6 (1.4) 20.8 (3.1) <0.01 <0.01 
Episodic memory 5.1 (1.2) 4.2 (1.2) 3.0 (1.5) <0.01 <0.01 
Semantic memory 20.4 (5.9) 16.8 (4.7) 13.0 (5.3) <0.01 <0.01 
Psychomotor speed 0.12 (0.80) -0.5 (0.6) -1.1 (1.0) <0.01 <0.01 
Executive functioning (Stroop) 39.4 (20.5) 50.0 (34.4) 52.0 (41.9) 0.01 0.04 
Prospective memory 2.7 (0.8) 2.2 (0.8) 1.7 (0.8) <0.01 <0.01 
Late-life clinical characteristics 
MI, n (%) 172 (13.6) 16 (19.5) 19 (31.1) 0.11 <0.01 
Stroke, n (%) 80 (6.3) 7 (8.5) 12 (19.7) 0.35 <0.01 
DM, n (%) 78 (6.2) 7 (8.5) 6 (9.8) 0.37 0.15 
Beck depression scale 9.6 (6.5) 10.2 (7.9) 12.3 (7.5) 0.52 0.02 
p1) is for the difference between cognitively normal persons and MCI, p2) for the difference between cognitively 
normal persons and demented. T-test was used for continuous, and chi square test for categorical variables. 
The values are means (SDs) unless otherwise stated. 
a Physically active at leisure-time indicates exercise at least twice a week, while physically sedentary/inactive 
indicates exercise less than twice a week. Abbreviations: BMI = body mass index; DBP = diastolic blood 
pressure; MCI = mild cognitive impairment; MMSE = Mini Mental State Examination; MUFA = monounsaturated 




Table 16. Demographic and clinical characteristics by healthy-diet index for participants in the 1982 
and 1987 midlife examination (n=525). 
 
Characteristics  Low adherence 
(0-8 points) 
n = 289 
High adherence 
(> 8 points) 
n = 236 
p *) 
Demographics 
Age, years Midlife 56.9 (4.1) 57.2 (3.9) 0.37 
Latelife 71.1 (3.8) 71.1 (3.9) 0.85 
Sex, n (%) Women 181 (62.6) 143 (60.6) 0.63 
Men 108 (37.4) 93 (39.4) 
Community, n (%) Kuopio 140 (48.4) 108 (45.8) 0.54 
Joensuu 149 (51.6) 128 (54.2) 
Follow-up time, years 14.2 (2.4) 14.0 (2.5) 0.24 
Education, years 7.7 (3.0) 8.8 (3.7) <0.01 
Midlife vascular factors 
SBP, mmHg 149.4 (22.1) 147.4 (19.9) 0.28 
DBP, mmHg 88.7 (12.0) 86.3 (11.0) 0.02 
Total cholesterol, mmol/l 6.7 (1.2) 6.6 (1.3) 0.30 
BMI, kg/m2 27.9 (4.6) 27.1 (4.0) 0.04 
Leisure-time physical 
activitya, n (%) 
Active 106 (39.6) 117 (52.7) <0.01 
Sedentary 162 (60.4) 105 (47.3) 
Smokingb, n (%) 
 
 
Current smoker 50 (18.1) 42 (18.3) 0.97 
Former smoker 59 (21.4) 47 (20.5) 
Never smoker 167 (60.5) 140 (61.1) 
Late-life clinical characteristics 
Dementia, n (%) 21 (7.3) 8 (3.4) 0.05 
AD, n (%)c 10 (4.9) 1 (0.6) 0.01 
MCI, n (%)c 14 (7.2) 7 (4) 0.18 
MI, n (%)c 28 (13.5) 26 (14.5) 0.78 
Stroke, n (%)c 14 (6.8) 13 (7.3) 0.85 
DM, n (%)c 15 (7.2) 11 (6.2) 0.69 
ApoE ε4, n (%)c Carriers 63 (30.6) 64 (36.2) 0.25 
Non-carriers 143 (69.4) 113 (63.8) 
 
*) p-value is for the difference between persons with a high and low adherence to healthy diet. T-
test was used for continuous, and chi square test for categorical variables. The values are means 
(SDs) unless otherwise stated. 
a Physically active at leisure-time indicates exercise at least twice a week, while physically 
sedentary/inactive indicates exercise less than twice a week. 
b Current smoker = has smoked within a year; former smoker = has smoked >1 year ago; never 
smoker = has never smoked. 
c Data for late-life clinical characteristics including MI, stroke and DM as well as for late-life AD, MCI 
and ApoE are shown only for participants (n = 385). 
Abbreviations: BMI = body mass index; DBP = diastolic blood pressure; MCI = mild cognitive 





5.2 DIETARY FATS AND MCI (STUDY I) 
High total fat intake at midlife was associated with an increased risk of MCI (Figure 3a). 
Persons with high midlife SFA intake from milk, sour milk and spreads had more than a two-
fold risk of MCI compared to those persons with a low SFA intake (Figure 3b). The intakes of 
PUFA (Figure 3c) or MUFA (Figure 3d) or PUFA-SFA ratio (model 2: OR 0.91, 95 % CI 0.53-
1.56) did not differ between the high vs. low intake groups. There was no relation between 
choice of fats (vegetable oil/margarine vs. butter/butter-oil mixture) in cooking (OR 1.20, 95 % 
CI 0.72-2.00) or in baking (OR 1.06, 95 % CI 0.61-1.82) in the household and the risk of MCI. 
These results were not modified after controlling additionally for midlife leisure-time PA, 
alcohol consumption, or vascular disorders at late-life (MI, stroke, DM). The frequency of fish 
consumption was also investigated in 1987, but further analyses were restricted due to the too 
small number of persons (n = 152). 
In the analyses stratified by sex, abundant SFA intake was associated with an increased risk 
(model 2: OR 3.20, 95 % CI 1.13-9.06), and higher PUFA intake with a decreased risk of MCI (OR 
0.26, 95 % CI 0.07-0.90) only among women. In the analyses stratified by the ApoE ε4, total fat 
intake was associated with an increased risk of MCI only among ApoE ε4 non-carriers (OR 2.05, 
95 % CI 1.07-3.93), whereas SFA intake was associated with an increased risk of MCI only 
among ApoE ε4 carriers (OR 5.06, 95 % CI 1.35-18.94). No significant interactions were detected 



































































































































































Figure 3. Association between dietary fats and mild cognitive impairment (MCI). 
 
Values are Odds Ratios (ORs) with 95 % Confidence Intervals (CIs); CIs are shown in the figure with 
black bars. * p ≤ 0.05. Adjusted for age, sex, education, follow-up time, other subtypes of fats 
(except for total fat intake), ApoE ε4 carrier status and midlife vascular factors (systolic blood 
pressure, body mass index, total cholesterol, smoking). 
Abbreviations: MUFA = monounsaturated fatty acid; PUFA = polyunsaturated fatty acid; SFA = 
saturated fatty acid. 
 
5.3 DIETARY FATS AND COGNITIVE FUNCTIONS (STUDY I) 
The association between midlife dietary fat intake and different domains of cognitive 
functioning was investigated among participants without dementia in 1998. Subjects with a 
high total fat intake at midlife performed significantly worse in domains of global cognitive 
function and psychomotor speed in late-life than the persons with lower intake (Table 17). 
Abundant SFA intake from milk, sour milk and spreads at midlife was associated with poorer 
global cognitive function and prospective memory. High PUFA intake tended to be associated 




speed and executive function, and frequent fish consumption (i.e. at least twice per week) with 
better global cognitive function (p = 0.09) and semantic memory (p = 0.06). Performance on 
psychomotor speed was additionally worse among those persons who had chosen butter or 
butter-oil mixture in baking (p = 0.03) or in cooking (p for trend = 0.07) at midlife than among 
those persons using vegetable oil or margarine. In addition, frequent fish consumption tended 
to be associated with better global cognitive function (p for trend = 0.09) and semantic memory 
(p for trend = 0.06). After controlling additionally for midlife leisure-time PA, alcohol 
consumption, or vascular disorders at late-life, the effect of all fat types on cognitive function 
remained virtually the same. When the analyses were stratified by sex, the results were 
primarily significant among women. The analyses stratified by ApoE showed no clear pattern 
of association between midlife fat intake and different cognitive domains. 
 
 
Table 17. Association of midlife fat intake with cognitive functioning in late-life. 
 
















 Low (0-38.0 g) 26.2 (0.1) 5.0 (0.04) 20.3 (0.2) 0.10 (0.03) 39.8 (0.8) 2.7 (0.03) 
 High (>38.0 g) 25.9 (0.1) 4.9 (0.1) 20.0 (0.3) -0.02 (0.04) 41.0 (1.1) 2.6 (0.04) 
 p 0.05 0.19 0.32 0.02 0.37 0.18 
SFA from milk and spreads 
 Low (0-21.6 g) 26.2 (0.1) 5.0 (0.05) 20.4 (0.2) 0.08 (0.03) 39.3 (0.9) 2.7 (0.04) 
 High (>21.6 g) 25.8 (0.1) 4.9 (0.1) 19.7 (0.4) 0.02 (0.05) 42.0 (1.5) 2.6 (0.1) 
 p 0.03 0.30 0.12 0.35 0.18 0.05 
PUFA from milk and spreads 
 Low (0-2.1 g) 26.0 (0.1) 5.0 (0.05) 19.9 (0.2) 0.04 (0.03) 39.9 (0.9) 2.7 (0.04) 
 High (>2.1 g) 26.1 (0.1) 4.9 (0.1) 20.8 (0.3) 0.1 (0.04) 40.8 (1.3) 2.7 (0.05) 
 p 0.59 0.29 0.07 0.20 0.60 0.88 
PUFA-SFA ratio (milk and spreads) 
 Low (0-0.05 g) 26.0 (0.1) 5.0 (0.04) 20.1 (0.2) 0.04 (0.03) 40.9 (0.8) 2.7 (0.03) 
 High (>0.05 g) 26.1 (0.1) 4.9 (0.1) 20.3 (0.3) 0.1 (0.04) 38.6 (1.1) 2.7 (0.04) 
 p 0.31 0.48 0.64 0.09 0.09 0.56 
MUFA from milk and spreads 
 Low (0-11.3 g) 26.1 (0.1) 5.0 (0.05) 20.4 (0.2) 0.09 (0.03) 39.7 (0.9) 2.7 (0.04) 
 High (>11.3 g) 26.0 (0.1) 4.9 (0.1) 19.7 (0.4) 0.01 (0.05) 41.2 (1.5) 2.7 (0.1) 
 p 0.61 0.45 0.17 0.23 0.45 0.77 
 
Values are adjusted mean scores (standard errors) from analyses of covariance (ANCOVA). Groups 
that differ from each other are marked with bold font. Bonferroni adjustment was used for multiple 
comparisons. p-values ≤ 0.05 are shown with bold font. 
In cognitive tests used, the higher result means better performance, except for the Stroop test, 
where the best performance is the least amount of time used. 
Adjusted for age, sex, education, follow-up time, other subtypes of fats from milk products and 
spreads (analyses for total fat adjusted only for age, sex, education and follow-up time), ApoE ε4 
carrier status, and midlife vascular factors (systolic blood pressure, body mass index, total 
cholesterol, smoking). 
Abbreviations: MUFA = monounsaturated fatty acid; PUFA = polyunsaturated fatty acid; SFA = 






































































5.4 DIETARY FATS AND DEMENTIA (STUDY II) 
Subjects with moderate (2nd quartile) total fat intake at midlife were less likely to have 
dementia (OR 0.43, 95 % CI 0.23-0.80) after controlling for age, sex, education and follow-up 
time (model 1) compared with subjects of low total fat intake; for AD, a trend was seen (OR 
0.52, 95 % CI 0.26-1.08). After further adjustments for ApoE, midlife vascular risk factors, and 
the history of vascular diseases (model 2), the results were somewhat attenuated (OR 0.43, 95 % 
CI 0.18-1-03 for dementia, and OR 0.52, 95 % CI 0.20-1.36 for AD). Higher total fat intake (3rd 
and 4th quartiles), fat intake separately from milk products or total fat intake from spreads was 
not significantly associated with dementia or AD. 
 
5.4.1 Fatty acids from spreads 
A moderate (2nd quartile) PUFA intake from spreads was associated with a decreased risk of 
dementia (model 2: Figure 4a), but not of AD (Figure 4b). However, higher (3rd quartile) PUFA 
intake from spreads was associated with a decreased risk of dementia (OR 0.51, 95 % CI 0.27-
0.94) as well as AD (OR 0.36, 95 % CI 0.16-0.82), when controlled for age, sex, education, follow-
up time and other subtypes of fat from spreads and milk (model 1). After further adjustments 
(model 2), these associations were no longer significant. 
Moderate (2nd quartile) MUFA intake from spreads was also associated with a decreased 
risk of dementia (model 1: OR 0.51, 95 % CI 0.29-0.92), even though after further adjustments, 
the CIs became wider and statistical significance was lost. For AD, a borderline significant 
association was seen in model 1 (OR 0.53, 95 % CI 0.27-1.04) only. In contrast, moderate (2nd 
quartile) SFA intake from spreads was associated with an increased risk of dementia (Figure 4c) 
and AD (Figure 4d), even after all the adjustments (model 2). Higher (3rd or 4th quartile) SFA 






























































































































Figure 4. Association between dietary fats from spreads and dementia/Alzheimer’s disease (AD). 
 
Values are Odds Ratios (ORs) with 95 % Confidence Intervals (CIs). * p ≤ 0.05 when compared to 
the reference group (low intake of fats). Adjusted for age, sex, education, follow-up time, other 
subtypes of fat from spreads and milk, ApoE ε4 carrier status, midlife vascular factors (systolic blood 
pressure, body mass index, total cholesterol, smoking), and history of vascular diseases (myocardial 
infarction, stroke, diabetes mellitus). Abbreviations: MUFA = monounsaturated fatty acid; PUFA = 
polyunsaturated fatty acid; SFA = saturated fatty acid. 
Categorization of PUFA from spreads: Q1=0-0.4g/d, Q2=0.5-0.8g/d, Q3=0.9-2.9g/d, Q4=>2.9g/d. 
Categorization of SFA from spreads: Q1=0-4.1g/d, Q2=4.2-8.3g/d, Q3=8.4-15.8g/d, Q4=>15.8g/d. 
 
 
The combined effects of ApoE genotype and fat intake on dementia risk were investigated by 
including groupings of fat intake*ApoE ε4 allele status in the logistic regression models (Figure 
5). Compared to ApoE ε4 non-carriers with low PUFA or MUFA intakes (first quartiles), ApoE 
ε4 carriers with low PUFA and MUFA intake had an increased risk of dementia, respectively 
(PUFA: OR 3.00, 95 % CI 1.15–7.83; MUFA: OR 3.67, 95 % CI 1.46–9.20). Additionally, the risk of 
dementia was increased among ApoE ε4 carriers with moderate to high SFA intake (2nd 
quartile: OR 6.91, 95 % CI 2.33–20.49; 3rd quartile: OR 2.84, 95 % CI 0.77–10.44; 4th quartile: OR 
7.41, 95 % CI 1.35–40.77). There was no significant association between fat intake and the risk of 
dementia among ApoE ε4 non-carriers. For AD, the results were similar to those for dementia 
(Figure 5). However, no significant interactions were detected between ApoE and PUFA, 











































Figure 5. Combined effects of ApoE ε4 carrier status and midlife PUFA, MUFA and SFA consumptions 
in spreads and the risk of dementia (a) and Alzheimer’s disease (AD) (b).  
 
       ApoE ε4 non-carriers         ApoE ε4 carriers         
 
Adjusted for age, sex, education, follow-up time, other subtypes of fat from spreads and milk, ApoE 
ε4, and midlife systolic blood pressure, body mass index, cholesterol, smoking and late-life history 
of myocardial infarction, stroke and diabetes. * p < 0.05, ** p < 0.01 when compared to reference 
group (1st fat quartile and ApoE ε4 non-carrier). 
Abbreviations: MUFA = monounsaturated fatty acid; PUFA = polyunsaturated fatty acid; SFA = 




5.5 COFFEE AND/OR TEA DRINKING AND DEMENTIA (STUDY III) 
At midlife, nearly half of the participants (45.6%) had a moderate (3–5 cups) daily consumption 
of coffee, 38.5% consumed high (> 5 cups) amounts of coffee, and 15.9% consumed low (0–2 
cups) amounts of coffee. The majority of the participants (60.5%) did not drink tea, and four 
fifths of tea drinkers consumed 1–2 cups per day. The low coffee consumption group was 
somewhat older at the midlife examination (51.1 vs. 50.5 vs. 49.8 years, p = 0.02) and more 
educated (9.6 vs. 8.9 vs. 7.9 years, p < 0.001) compared to the moderate or high coffee 
consumption groups. There were fewer men in the moderate coffee consumption group than 
among low or high coffee consumption groups (29.3 vs. 47.5 vs. 43.9%, p < 0.001). At midlife, the 
high coffee consumers had the highest serum total cholesterol levels (6.9 vs. 6.4 vs. 6.7 mmol/l, p 
< 0.001) and the highest frequency of smoking (50.9 vs. 45.3 vs. 35.5%, p < 0.001). At late-life, the 
low coffee consumers had the highest occurrence of dementia (6.7 vs. 2.7 vs. 5.4%, p = 0.01) and 
AD (5.0 vs. 2.2 vs. 4.3%, p = 0.05), and the highest scores on the Beck depression scale (11.0 vs. 9.0 
vs. 10.0, p = 0.002) compared with moderate or high coffee consumers. 
Moderate coffee drinking (3-5 cups/d) at midlife was associated with a decreased risk of 
dementia by 65% (Figure 6a) and AD by 64% (Figure 6b) in the analyses adjusted for 
sociodemographic factors, midlife vascular factors and leisure-time PA (model 2). There was no 
dose-response effect of coffee drinking on dementia/AD risk reduction. When non-participants 
were included in the analyses, moderate coffee drinkers exhibited a decreased risk of 
subsequently developing dementia by 60% (OR 0.40, 95 % CI 0.24-0.69) compared to the low 
coffee consumers. 
Tea consumption (drinking ≥ 1 cup of tea/day vs. not drinking) had no associations with 
dementia/AD (model 2: OR 1.04, 95% CI 0.59–1.84 for dementia, OR 0.91, 95% CI 0.48–1.71 for 
AD, and OR 1.27, 95% CI 0.84–1.91 for all the demented). There were no significant 
multiplicative interactions between the ApoE genotype and coffee/tea drinking for the risk of 
dementia, but the coffee – dementia relation was more pronounced among ApoE ε4 carriers. 
When the analyses were stratified according to the ApoE ε4 carrier status, then the ORs for 
dementia among moderate coffee consumers compared to low consumers was 0.32 (95% CI 
0.11–0.92) among the ApoE ε4 carriers and 0.44 (95% CI 0.12–1.55) among the non-carriers 
(model 2). For AD, no effect modification was found by the ApoE ε4 carrier status. 
Similarly, there were no significant multiplicative interactions between sex and coffee/tea 
drinking with respect to the risk of dementia and AD, but the coffee – dementia association 
tended to be more pronounced in men. In the analyses stratified by sex, ORs for dementia 
among moderate coffee consumers was 0.27 (95% CI 0.08-0.89) among men and 0.51 (95% CI 
0.17-1.52) among women (model 2). Additionally, the risk of dementia was significantly lower 
among men with high coffee consumption (OR 0.36, 95 % CI 0.13-0.97) compared to men with 










































































































Figure 6. Association between coffee drinking and dementia/Alzheimer’s disease (AD). 
 
Values are Odds Ratios (ORs) with 95 % Confidence Intervals (CIs). * p ≤ 0.05. Adjusted for midlife 
age, sex, education, follow-up time, community of residence, midlife vascular factors (systolic blood 
pressure, body mass index, serum total cholesterol, smoking), and leisure-time physical activity. 
 
5.6 HEALTHY-DIET INDEX AND DEMENTIA (STUDY IV) 
The composition of the CAIDE midlife healthy-diet index is shown in table 12. In our 
population, scores ranged from 2 to 14.5; no participants had the lowest (0) or highest (17) 
possible scores. 
Subjects with a high adherence to a healthy diet had better global cognitive functioning than 
those with a low adherence to a healthy diet [model 3: mean MMSE (standard error, SE) 26.2 
(0.2) vs. 25.6 (0.2), respectively, p = 0.02]. Additionally, those participants who ate the healthiest 
had an 88% decreased risk of dementia and a 92% decreased risk of AD compared with 
individuals whose diet was least healthy (Figure 7). Adjustments for various confounders did 
not change the results. When non-participants were included in the analyses, the subjects in the 
high-adherence to a healthy diet group showed a tendency towards a decreased risk of 
dementia as compared with the low-adherence group (model 1: OR 0.5, 95% CI 0.23–1.27; model 


























































































Figure 7. Association between midlife healthy diet and dementia/Alzheimer’s disease (AD) among 
the CAIDE participants. 
 
Values are Odds Ratios (ORs) with 95 % Confidence Intervals (CIs). * p ≤ 0.05. Adjusted for midlife 
age, sex, education, follow-up time, community of residence, ApoE ε4 carrier status, midlife vascular 
factors (systolic blood pressure, body mass index, serum total cholesterol), presence of late-life 
myocardial infarction/stroke/diabetes mellitus, midlife leisure-time physical activity and smoking. 






6.1 MAIN FINDINGS AND COMPARISONS TO OTHER STUDIES 
6.1.1 Dietary fats and cognition 
The present doctoral thesis revealed that dietary fat intake at midlife was related to dementia 
and AD later in life. In general, compared to lower fat intake, moderate consumption of fats 
from spreads and milk products was protective against developing dementia. In particular, the 
type of fat being consumed was important. A moderate intake of unsaturated fats (PUFAs and 
MUFAs) from spreads was related to a decreased dementia risk two decades later, while a 
moderate intake of SFAs increased the risk of dementia and AD. 
Midlife dietary fat intake was also related to cognitive performance in individuals without 
dementia. A higher total fat and SFA intake at midlife increased the risk of developing MCI two 
decades later. They were also related to poorer global cognition, psychomotor speed, and 
prospective memory. Additionally, the subjects who chose butter or butter-oil mixture instead 
of vegetable oil or margarine for baking or cooking had a poorer psychomotor speed two 
decades later. In contrast, a higher consumption of PUFAs and a higher PUFA-SFA ratio tended 
to be associated with better semantic memory, psychomotor speed and executive functioning. 
These results are in agreement with previous and recently-published similar studies (Table 4, 
Table 5). Conflicting findings have been reported in a number of shorter-term follow-up studies 
(<10 years), which are usually prone to bias due to sub-clinical dementia. Inconsistencies 
between studies may also be due to different dietary assessment methodologies (Table 3), and 
different outcome definitions (i.e. a variety of cognitive test batteries have been used to evaluate 
cognitive performance). In this doctoral thesis, fat intake was assessed by a semi-quantitative 
FFQ. 
In the early 1970s in the North Karelia area, 2/3 of the total fat intake was derived from milk 
and milk products including butter, whereas in the 1980s their proportion of the total fat intake 
declined especially due to an increase in meat and cheese consumption (Pietinen et al., 1989). 
Since most of the participants in the CAIDE study had their midlife visit in 1972 (n=493) or 1977 
(n=531), i.e. in “buttery-time”, and smaller amount of participants had their midlife visit in 
either 1982 (n=222) or in 1987 (n=163), these changes are less likely to have influenced the 
results. TFA intake was not investigated in the CAIDE project. In Finland, it was high 
consumption of SFAs (particularly from spreads and dairy products) and low consumption of 
unsaturated fats that had been identified already during the 1970s as the main components of 
an unhealthy diet. Margarines, baking shortenings, and frying fats have traditionally contained 
up to 40-50% TFA, whereas ruminant fats such as butter contain only 1-8% TFA (Craig-Schmidt, 
2006); butter is however high in SFAs (Zock and Katan, 1997). However, it is worth mentioning 
that in the 1980s, the TFA content in Finnish margarines varied from 0 to 17% of the total FAs - 
soft margarines had more TFAs vs. hard margarines - (Hyvönen et al., 1993) and that the 
removal of TFA from margarines started in the mid-1990s (Valsta et al., 2010). Nowadays, 
according to the Finnish Food Safety Authority (Evira, http://www.evira.fi; Ritvanen et al., 
2012), spreads and shortenings have very tiny amounts of TFA (<2% of total FAs) in Finland.  
In the present doctoral thesis, frequent fish consumption (i.e. at least twice per week) tended 
to be related to better global cognition and semantic memory. No data was available to allow a 
more detailed analysis concerning the type of fish/seafood. Other studies about fish 
consumption and cognition (Table 4) have shown variable results ranging from no association 
to borderline/positive association; for the risk reduction of dementia/AD (Table 5) although fish 




benefits of seafood may depend on the type of seafood, since the quantities of EPA and DHA 
vary among species (i.e. more in dark-meat fish than in light-meat fish/shellfish) and within a 
species according to environmental variables (e.g. wild vs. farm-raised) (Kris-Etherton et al., 
2002). Modifications of the FAs as a consequence of various cooking methods have also been 
shown; different effects of cooking on FAs could be explained by the kind of analysed food 
(initial fat content) as well as the cooking oil selected (Candela et al., 1997; Candela et al., 1998). 
For instance, the amounts of DHA and EPA may decrease and the n-6/n-3 ratio may increase 
because of excessive heat during deep-fat frying with sunflower oil - a typical manufacturing 
process for light-meat fish. Further, environmental pollutants (e.g. methylmercury, 
polychlorinated biphenyls [PCBs], and dioxins) found in certain fish may diminish the health 
benefits of n-3 FAs, and thus consumers need to be aware of both the benefits and risks of fish 
consumption for their particular stage of life (e.g. certain limitations in children and 
pregnant/lactating women vs. middle-aged/older men and women) (Kris-Etherton et al., 2002).  
The neuropsychological benefit of n-3 FAs has been studied also in several RCTs, but based 
on the results, positive associations can be proposed only for the cognitively impaired within 
specific cognitive domains (e.g. immediate recall, attention and processing speed subdomains), 
but not in healthy or AD subjects (Mazereeuw et al., 2012; Dacks et al., 2013). Discrepancies 
between studies may possibly be due to methodological differences e.g. in dose, testing 
methods, baseline n-3 FA levels, and ApoE ε4 genotype (i.e. that cognitive protection is limited 
only to the ApoE ε4 non-carriers). It is also possible that in individuals with a high cognitive 
reserve, the cognitive benefit of n-3 FAs supplementation may not be detectable. Nonetheless, it 
seems that supplementation may be more effective when the disease is not yet advanced, even 
though further studies are still needed to be assured of these potentially responsive 
populations. 
6.1.2 Coffee, tea and dementia 
The present project showed that moderate coffee consumption at midlife was associated with a 
decreased risk of dementia and AD in late-life. These results are in agreement with several 
studies on the effects of coffee or caffeine on cognition or neuropathology (Table 7). No 
significant associations with cognitive decline/dementia/AD have been found in some studies 
(van Boxtel et al., 2003; Ritchie et al., 2007; Ng et al., 2008; Laitala et al., 2009; Gelber et al., 2011), 
which could be due to differences in the categorization of coffee consumption, cognition 
assessment methods, population differences, or short follow-up time.  
In the present doctoral thesis, coffee drinking was protective against dementia even after 
adjusting for hypercholesterolemia and hypertension. Cholesterol and BP may be influenced by 
coffee drinking, and they are also related to cognition. It has been previously shown that coffee 
drinking in Finland was associated with increased serum cholesterol levels (Tuomilehto et al., 
1987), in particular when boiled, non-filtered coffee was consumed (Aro et al., 1989). Since the 
1980s, the majority of Finns have switched from boiled coffee to filtered coffee. Unfiltered 
coffee, rich in cafestol and kahweol, increases cholesterol levels, but caffeine might have a 
positive effect on serum lipids (Du et al., 2005). In addition, the incidence of hypertension has 
been reported to be somewhat higher in coffee drinkers compared with non-drinkers (Hu et al., 
2007). Interestingly, coffee seems to reduce the risk of dementia/AD despite these potential 
negative effects. Given the large amount of coffee consumption globally, coffee drinking might 
have important implications for the prevention or delaying the onset of dementia/AD. 
However, there is currently no agreement concerning the recommended amount of coffee/day. 
No association was found between midlife tea drinking and the risk of dementia/AD, 
similarly to findings from previous studies (Table 7). This could be due to lower caffeine 
content of tea, or to the fact that additional coffee components other than caffeine confer the 
protective effect. Since tea consumption was not very common in the CAIDE population, the 




6.1.3 Healthy diet and dementia 
The results from this project indicated that adherence to a healthy-diet (composite dietary 
pattern) already at midlife was associated with a decreased risk of dementia and AD later in 
life. Although a healthy-diet is an important determinant for the level of several risk factors for 
dementia, i.e. BP, cholesterol, DM, and obesity, the effects of the healthy-diet remained highly 
significant even after adjustments for several such factors. 
Similar protective effects have been reported in several studies between the MEDI and the 
risk of dementia (Table 8; Lourida et al., 2013), all-cause mortality (Knoops et al., 2004; Mitrou et 
al., 2007; Sjögren et al., 2010; Buckland et al., 2011; McNaughton et al., 2012; Zazpe et al., 2014), 
and cardio-/cerebrovascular outcomes i.e. CVD/CHD/MI/CBVD/stroke (Fung et al., 2009; 
Scarmeas et al., 2011; Agnoli et al., 2011; Gardener et al., 2011; Guallar-Castillón et al., 2012; 
Hoevenaar-Blom et al., 2012; Misirli et al., 2012; Estruch et al., 2013; Tognon et al., 2014). There 
are very few studies which have examined the link between the DASH-style diet and 
cognition/mortality/CHD/ stroke, but they also suggest that the effect is parallel to that found 
for MEDI (Fung et al., 2008; Smith et al., 2010; Chen et al., 2010; Agnoli et al., 2011; Levitan et al., 
2013). The CAIDE Healthy-Diet Index (HDI) extends these findings by including more 
comprehensive DPs than those captured by the MEDI index. The CAIDE HDI-approach gives 
very practical information on the foods included, making it simple for everyone to calculate 
their adherence to a healthy diet. In the calculation of the index, the median values were used as 
cutoffs, and general dietary recommendations were used to define what was healthy and what 
was unhealthy; total EI could not be calculated and included in the index since our dietary data 
was based mainly on intake frequency. It would have been interesting to investigate whether 
total EI or share of fats in the daily EI or other dietary components have any associations with 
dementia risk. 
6.1.4 Combined effects of diet and ApoE on dementia risk 
In this project, the associations between midlife dietary fat intake and subsequent dementia/AD 
development were influenced by ApoE genotype. The protective effects of moderate PUFAs 
and MUFAs intake and the detrimental effects of SFA intake were observed particularly among 
ApoE ε4 allele carriers. No significant interactions were observed between the ApoE ε4 allele 
and fat intake in relation to cognitive functioning in individuals without dementia. There were 
also no significant interactions between the ApoE ε4 allele with either coffee/tea consumption or 
the HDI in relation to dementia risk, most likely due to the limited statistical power. 
In the CAIDE population, the ApoE genotype has been shown to modify the associations 
between several hazardous lifestyle-related factors (i.e. physical inactivity, alcohol drinking, 
smoking as well as the previously mentioned low dietary PUFA and high SFA intakes) and 
dementia/AD risk (Kivipelto et al., 2008). In the ApoE ε4 allele carriers, the risk varied from a 3-
fold increase in smokers to a 7-fold increase in those with a higher SFA intake; clustering of 
these factors also strongly increased the risk of dementia/AD. Similar ApoE modification 
patterns have been reported also in other populations (Luchsinger et al., 2002; Podewills et al., 
2005; Huang et al., 2005; Barberger-Gateau et al., 2007; Barberger-Gateau et al., 2011). However, 
the effect of the ApoE ε4 allele on dementia is believed to attenuate with increasing age (Farrer 
et al., 1997), which may explain the negative findings from studies conducted on older cohorts. 
Taken together, genetically susceptible individuals may be more vulnerable to environmental 
factors, and may thus benefit more from dietary and other preventive interventions. This is 
especially important as the proportion of ApoE ε4 allele carriers is somewhat higher in the 
Northern European countries (Ehnholm et al., 1986; Lehtimäki et al., 1990; Gerdes et al., 1992; 
Corbo and Scacchi 1999; Schiele et al., 2000; Crean et al., 2011). However, further studies need to 





6.2 POSSIBLE MECHANISMS 
6.2.1 Dietary fats 
The mechanisms by which dietary fats may affect cognitive performance/dementia are 
unknown, but several hypothetical pathways have been proposed. The effects of dietary fats 
could be partly mediated through vascular mechanisms. A higher intake of SFAs has been related 
to an increased risk of cardio- and cerebrovascular conditions, whereas consumption of PUFAs 
confers protection (Baum et al., 2012; Chowdhury et al., 2012). For example, modest (i.e. 1-2 
servings/week) oily fish (e.g. salmon) rather than lean fish (e.g. cod) consumption has 
recognized advantages for cardiovascular health, notably in reducing the risk of CVD/CHD 
(Mozaffarian and Rimm, 2006; Raatz et al., 2013). Further, RCTs replacing dietary SFAs with 
MUFAs have revealed decreases in BP and improvements in the blood lipid profile, insulin 
sensitivity, and glycemic response in various populations (Gillingham et al., 2011), all of which 
are also highly relevant to the cognitive decline and dementia (Tolppanen et al., 2012). Vascular 
factors may be important mediators since they have been related to impaired cognitive function 
and increased risk of dementia also through structural brain changes such as white matter 
lesions (WMLs; also known as white matter hyperintensities or leukoaraiosis) (Breteler et al., 
1994; Debette and Markus, 2010; Schmidt et al., 2011), or brain volumes (Debette et al., 2011; 
Giorgio and De Stefano, 2013) – in AD, a symmetric or asymmetric reduction in the 
hippocampal volume, in the volume of the entorhinal cortex and in the other medial temporal 
structures has been noted repeatedly (Bozzali et al., 2008). The results of the present project 
remained significant even after adjustments for several cardiovascular risk factors and 
conditions. However, it is impossible to exclude the possibility that other vascular factors such 
as silent cerebral infarcts (Vermeer et al., 2003), ultrastructural capillary changes in the brain 
(Farkas and Luiten, 2001), or endothelial dysfunction (a typical feature of atherosclerosis) 
(Roberts et al., 2005) may be important mediators in determining these associations. 
In addition, also non-vascular-related mechanisms may partly explain the findings. Dietary 
fats have been related to AD neuropathology (amyloid plaques and NFTs as pathological 
hallmarks) (Nelson et al., 2009), and FAs may play important roles in the synthesis and fluidity 
of nerve cell membranes and in synaptic plasticity and neuronal regeneration (Crupi et al., 
2013). In animal studies, SFAs have reduced the levels of hippocampal brain-derived 
neurotrophic factor (BDNF) that are relevant for neuronal plasticity and the maintenance of 
cognitive functions (Molteni et al., 2002). Furthermore, a diet high in SFAs and cholesterol may 
induce or exacerbate the hippocampal accumulation of Aβ (Oksman et al., 2006; Takechi et al., 
2010). In contrast, n-3 FAs may be able to reduce the production and accumulation of Aβ 
protein, e.g. by suppressing signal transduction pathways induced by Aβ, increasing the 
production of neurotrophic factors (e.g. BDNF), improving synaptic membrane fluidity, and 
regulating glutamatergic synaptic transmission by activating microglial cells and astrocytes 
(Cole et al., 2009; Luchtman and Song, 2013; Denis et al., 2013). A medical nutrition product 
based on n-3 FAs has been claimed to improve memory performance, by supporting synaptic 
function in the mild stage of AD (Scheltens et al., 2010; Scheltens et al., 2012). Interestingly, the 
presence of ApoE ε4 allele has been shown to exacerbate all the disturbances that have been 
related to AD neuropathology, in contrast to the protection offered by the other ApoE isoforms 
(Cedazo-Mínguez, 2007; Altman and Rutledge, 2010). A recent RCT has also revealed that the 
lipidation states of apolipoproteins and Aβ peptides in the brain differ depending on the ApoE 
genotype and cognitive diagnosis (e.g. higher among ApoE ε4 allele carriers vs. non-carriers, or 
among persons with MCI vs. persons with normal cognition), and that these concentrations can 
be modulated by diet (e.g. a diet with high SFA and glycemic index increases these fractions) 
(Hanson et al., 2013). 
Another possibility is attributable to inflammatory mechanisms (Leonard, 2007; Krstic and 




confer protection through a variety of anti-inflammatory mechanisms. Some effects of 
unsaturated FAs on inflammation can be mediated by reducing the production of pro-
inflammatory cytokines (e.g. interleukin-1β [IL-1β], tumour necrosis factor [TNF-α], IL-6 via 
nuclear factor k B [NFkB] pathway) (James et al., 2000; Das, 2008), by affecting eicosanoid 
(including prostanoids [prostaglandins, thromboxanes, prostacyclins] and leucotrienes) and 
docosanoid production, through pathways involving COX and LOX enzymes (including 
resolvins and protectins) (Calder, 2011; Luchtman and Song, 2013), or by affecting expression of 
genes (e.g. ANAPC5) that might influence inflammatory processes (Vedin et al., 2012). 
Furthermore, disturbances in the structural integrity of the blood-brain barrier (BBB) might serve as a 
novel mechanism that may underlie the detrimental effects of a Western diet (high in SFA and 
cholesterol) consumption on cognitive function (Kanoski and Davidson, 2011). It has been 
postulated that in healthy humans and rodents with an intact BBB blood-borne Aβ is effectively 
blocked from access to the brain, whereas in BBB disruption entry of Aβ from blood to brain is 
facilitated and this could contribute to cognitive impairment. The effect of dietary fat intake on 
cognitive performance/dementia could also be mediated through oxidative stress (which is 
extensive in Aβ-abundant areas) (Markesbery, 1997; Butterfield et al., 2001; Zhang et al., 2005), 
caused by reduced intake of PUFAs, notably DHA (Jicha and Markesbery, 2010; Hashimoto and 
Hossain, 2011). Experimental and preliminary data from ongoing clinical trials have also 
indicated that DHA may be more neuroprotective when combined with the polyphenolic 
antioxidant, curcumin (Cole et al., 2010). Additionally, a diet high in fat/SFA may lead to 
cognitive impairment also through other effects for example on insulin 
resistance/hyperinsulinemia (Greenwood and Winocur, 2005; Bayer-Carter et al., 2011). Further, 
alterations in the body fat may disrupt the estrogen balance and this could cause cognitive 
changes (Gibbs and Gabor, 2003; Bagger et al., 2004; Cui et al., 2013). 
6.2.2 Coffee, tea and caffeine 
Several potential mechanisms may explain the observed positive coffee-dementia association. 
Coffee drinking has been associated with a decreased risk of type 2 DM (Tuomilehto et al., 2004; 
Jiang et al., 2014), possibly due to an increase in insulin sensitivity by magnesium that is 
abundant in coffee (de Valk, 1999). Type 2 DM is known to increase the dementia/AD risk 
(Mayeux and Stern, 2012). One pathway could be via insulin degrading enzyme (IDE), an 
enzyme that degrades both insulin and amyloid-β (Qiu and Folstein, 2006). The insulin 
resistance which occurs in type 2 DM results in decreased amyloid-β degradation (de la Monte, 
2009). 
Caffeine can also affect the brain through its action on adenosine receptors; the presence of 
A2A receptor is essential for Aβ toxicity. Caffeine is a nonselective A1 and A2a adenosine receptor 
antagonist, and this blockade may have the consequence of activating cholinergic neurons 
(Fredholm et al., 1999). It has been shown in mice that both caffeine and other adenosine A2a 
receptor antagonists can prevent amyloid-β induced cognitive deficits (Dall’Igna et al., 2007). 
Furthermore, chronic caffeine administration was shown to exert neuroprotective effects in 
experimental models of hypoxia and ischemia, these being also related to caffeine’s action as an 
adenosine receptor antagonist (de Mendonça et al., 2000). 
The effects of coffee may also be due to its antioxidant capacity (Svilaas et al., 2004). The most 
abundant polyphenol in coffee - CGA (the ester of caffeic acid with quinic acid) - is thought to 
be responsible for a major part of the antioxidants present in coffee. The phenolic acids present 
in coffee have been reported to be more bioavailable in humans, on a molar basis, than the 
catechins present in green tea (Renouf et al., 2010a). The bioavailability of polyphenols (CGA) 
may be impaired by simultaneous consumption of other dietary constituents, especially 
proteins (from milk) when consumed in higher amounts (Duarte and Farah, 2011); the lower 
amounts (10%) of milk added to coffee may not alter the overall bioavailability of coffee 




and milk does not appear to impair the bioavailability of tea catechins (van het Hof et al., 1998; 
Kyle et al., 2007). 
6.2.3 Healthy dietary patterns 
A healthy DP can influence dementia risk by several possible mechanisms, i.e. by specific 
characteristics of individual nutrients and/or their combination. Oxidative stress can contribute 
to neuronal damage in AD (Schrag et al., 2013), and the reduced oxidative stress associated with 
a healthy diet could be protective (Steele et al., 2007). High homocysteine levels due to dietary 
folate deficiency can have direct neurotoxic effects in cell lines and animal models (Morris, 
2003). The combination of vitamins E and C (Sato et al., 1993) has been shown to promote 
neuronal survival in the rat brain. Furthermore, unsaturated fatty acids may influence the 
pathogenesis of AD e.g. by modulating the composition and fluidity of neuronal membranes, 
reducing Aβ accumulation and preventing neuro-inflammation (Das, 2008). 
The role of a healthy DP in dementia prevention could be related to vascular mechanisms. A 
MEDI/healthy diet has been associated with improvements in cardiovascular health and 
reduced risk factors, including hypertension, dyslipidemia, DM, and obesity (Franco et al., 2004; 
Sánchez-Taínta et al., 2008). In individuals at high cardiovascular risk, a MEDI supplemented 
with extra-virgin olive oil or nuts reduced the incidence of major cardiovascular events (Estruch 
et al., 2013). The potential benefits of fish consumption in reducing the risk of CBVD may be 
due to the wider array of nutrients found in fish (i.e. vitamins D and B complex, essential amino 
acids and trace elements [e.g. taurine, arginine, selenium, calcium, magnesium, potassium, 
iodine]) vs. n-3 FAs, the unique combination of the latter nutrients with n-3 FAs, better 
absorption of EPA and DHA from fish vs. fish oils, or the concomitant reduction of 
“detrimental” foods (e.g. red meat) (Chowdhury et al., 2012; Kiefte-de Jong et al., 2012). In 
addition, dietary habits are known to be related to other social and lifestyle factors (Ambrosini 
et al., 2009; Simsek et al., 2013), which may partly explain the association between diet and 
dementia. 
6.3 METHODOLOGICAL ASPECTS 
6.3.1 Study population and dietary assessment 
CAIDE is a well-characterized longitudinal study specifically designed to investigate risk 
factors for dementia and AD. It includes population-based random samples of individuals 
investigated on two different occasions (at baseline within two cardiovascular studies: North 
Karelia Project and the FINMONICA study) with high participation rates: 77-96 % at baseline 
(Vartiainen et al., 1994) and 72 % at the first re-examination. In summary, the prospective 
population-based study design and the relatively high participation rates increase the reliability 
of the findings. Other strengths of the CAIDE study include the long follow-up period (14 years 
in study IV, and 21 years in studies I-III), the collection of dietary information already at midlife 
with a well-validated FFQ, availability of numerous health and lifestyle covariates, and 
comprehensive evaluation and diagnostic protocol at each examination. 
However, limitations should also be considered. First, dietary information was collected only 
once, not with repeated diet assessments – a factor increases the random measurement error 
leading to a possible underestimation of associations. It is impossible to be sure that some subjects 
may have changed their dietary habits between the dietary assessment and the initial cognitive 
testing. Thus, a single dietary assessment may not precisely reflect subject’s long-term intake, 
which is more likely to influence disease risk. Further, limitations are also that the FFQ was 
relatively short, including only ~20 mostly qualitative or frequency-based questions, and thus 
there were no information available about total EI. Second, reporting dietary habits can be 
influenced by cognition, but no cognitive assessment was available at the midlife examination. 




year lag between the FFQ and initial cognitive assessment, i.e. it seems unlikely that many 
individuals had a substantial cognitive impairment at study entry or that possible dietary 
changes could have been caused by underlying health conditions/cognitive changes. If one 
postulates that there were some individuals exhibiting the early stages of dementia already at 
the baseline examination, these would have been unlikely to survive and been able to 
participate in the follow-up examination. Third, the possible effect of selective survival must be 
kept also in mind when interpreting the findings, since there was no data about the baseline 
risk factors regarding those who had deceased after the initial assessments. At the general level, 
the results are applicable to persons that survive into old age. Fourth, in some of the sub-group 
analyses as well as in the analyses regarding tea consumption (study III) where a smaller 
number of participants were available, it is possible that there were some false negative results 
due to insufficient statistical power. Fifth, the possibility of a bias due to a residual confounding 
effect cannot be totally excluded, even though there was adjustment in all the analyses for 
several possible confounders including sociodemographic, life-style and health-related factors, 
and some of the analyses were carried out also separately in sub-groups. Unfortunately, there 
were factors about which no information was available, and some of the variables used may 
have been unable to capture all the dimensions of the phenomenon in question. Sixth, the 
generalizability of the findings needs to be tested further among different racial/ethnic minorities. 
6.3.2 Outcome assessment 
Cognitive functions were investigated in three phases (i.e. screening, clinical and differential 
diagnostic phase) during late-life examination in 1998. However, only those persons scoring ≤ 
24 in the MMSE in the screening phase underwent the diagnostic examinations. Almost 50% of 
the persons that had MMSE below the cut-off point in the screening phase were nevertheless 
cognitively normal in the clinical phase suggesting that the cut-off score used was sufficiently 
sensitive for detecting AD in this population. The use of a higher cut-off score would have 
resulted in inclusion of a very large proportion of the population in the clinical phase, as the 
median MMSE was 26. In other types of dementia, memory deficits are not part of the initial 
manifestation of the disease, and in these cases the use of MMSE may have caused 
underdiagnosis. However, nearly all of those with dementia in the clinical phase went through 
brain imaging in the differential diagnostic phase. Autopsy data were not available to confirm 
the clinical diagnosis, but a previous neuropathologic study conducted in our clinic in Kuopio 
has shown that the accurary of clinical diagnosis of AD is good (96% for probable AD and 86% 
for possible AD) (Kosunen et al., 1996). 
The diagnosis of MCI in the present study was based on clinical judgement: the persons did 
not fulfill the diagnosis criteria for dementia, but had some subjective and objective cognitive 
impairment. Some cases of MCI and mild dementia may have been lost due to the MMSE cut-
off point. The CAIDE study was essentially designed to detect dementia, and it is unclear how 
sensitive and specific the screening procedure was in identifying those persons with MCI. 
However, the prevalence of MCI resembled that found in another population-based study 
conducted in the same region with a population of corresponding age, suggesting that any 
detection bias was minimal (Hänninen et al., 2002). 
6.3.3 Non-participation 
Non-participation may have somewhat influenced our results, since no information was 
available for the non-participants in the baseline surveys with respect to life-style characteristics 
or cognitive status. Nonetheless, the non-participation rates at baseline were rather low, ranging 
from 7 % in the cohort examined in 1972 to 17 % in the cohort examined in 1987 (Vartiainen et 
al., 1994). The main reasons for the non-participation at baseline were: address information not 
up-to-date, temporarily away from home, or unable to participate; very few individuals actually 




However, non-participation bias could be addressed for the follow-up examination. It has 
been shown that individuals with cognitive impairment are less likely to participate in studies 
(Launer et al., 1994). The dementia diagnoses for the follow-up non-participants were identified 
from medical records of local hospitals and health care centres. As anticipated, a higher 
percentage of dementia cases was detected among the non-participants than among the 
participants in the present study. Since medical records tend to underestimate the prevalence of 
dementia, this may lead to an underestimation of the effects of various risk factors (including 
diet-related factors) on dementia (Solomon et al., 2013).  
The non-participants in the late-life survey were older and less educated and had poorer 
health status at midlife (i.e. higher SBP, DBP, total serum cholesterol level, and BMI) compared 
to participants. Further, the non-participants were more often smokers at midlife, had more 
often heart diseases (atrial fibrillation, heart failure, and CHD; at midlife 10.0% vs. 8.8%, and in 
late-life 29.2% vs. 22.8%) as well as more asthma and chronic obstructive pulmonary disease 
(COPD; at midlife 6.8% vs. 5.7%) than the participants (Rusanen, 2013). Additionally, the total 
fat intake and the consumption of SFAs and MUFAs were higher, whereas consumption of tea 
was lower in this group. Thus, if the non-participants were at an increased risk of dementia and 
AD, then the results would actually underestimate the true effects of diet (as well as smoking, 
heart and pulmonary diseases) on the risk of dementia and AD. In studies I, II and III, the 
results remained unchanged whether or not the non-participants were included, indicating that 
the main results are not due to selective participation. In addition, the non-participation most 
likely did not bias the results with respect to the associations between midlife HDI and 
dementia/AD, since the non-participants did not differ significantly from the participants in 







7 Summary and conclusions 
The present doctoral thesis investigated the role of various dietary factors at midlife on late-life 
cognitive functioning and development of dementia/AD in a Finnish population, taking into 
account a broad range of potential confounders and effect modifiers. The main conclusions of 
the project can be summarized as follows (table 18): 
 
 
Table 18. Summary and conclusions. 
 
Sub-study n Covariates (model 2) Outcome Conclusions 
Study I 1341 Age, sex, education, 
follow-up time, other 
subtypes of fats from 
milk products and 
spreads, ApoE ε4 
carrier status and 
midlife vascular 
factors (smoking, 





SFA intake from milk products and spreads 
was associated with MCI and poorer 
performance in several cognitive domains. 
PUFA intake from milk products and spreads 
and fish intake were related to better 
performance in several cognitive domains.  
Higher PUFA-SFA ratio tended to be 
associated with better performance on 
psychomotor speed and executive functions. 
Study II 2000 Same as in Study I 
plus presence of late-
life diseases (MI, 
stroke, DM). 
Dementia/AD Moderate PUFA and MUFA intake from 
spreads was protective against dementia/AD 
compared with low intake.  
Moderate SFA intake from spreads increased 
dementia/AD risk compared with low intake. 
These effects were more pronounced among 
ApoE ε4 carriers. 
Study III 1409 Same as in Study I 
plus community of 
residence, and PA. 
Dementia/AD Moderate coffee consumption (3-5 cups/day) 
was protective against dementia/AD. 
Tea consumption was not related to 
dementia/AD. 
Study IV 525 Age, sex, education, 
follow-up time, 
community of 
residence, ApoE ε4 
carrier status and 
midlife SBP, serum 
total cholesterol, BMI, 
and late-life 
MI/stroke/DM. 
Dementia/AD Highest adherence to a healthy diet was 
associated with a decreased risk of 
dementia/AD. 
 
Abbreviations: AD = Alzheimer’s disease; BMI = body mass index; 
DM
 
=  diabetes  mellitus;  MCI = mild cognitive impairment; MI = myocardial infarction;
 MUFA = monounsaturated fatty acid; PA = physical activity; PUFA = polyunsaturated fatty









8 Implications and future perspectives 
This doctoral thesis indicates that diet is important in the prevention of late-life cognitive 
impairment and dementia. Based on the present findings and on the available literature, 
recommendations for healthy DPs in dementia prevention include eating more vegetables and 
fruits, fish, choosing products with more unsaturated fats and less saturated fats (i.e. choosing 
vegetable oil or margarine instead of butter for cooking or baking; prefering low-fat dairy 
products; reducing consumption of sausage foods or other high-fat meat products), reducing 
salt and sugar consumption. People who drink coffee or alcohol should maintain moderate 
consumption levels; currently there is no evidence to support issuing recommendations to 
people to start drinking coffee or alcohol for the specific purpose of preventing cognitive 
impairment. Genetically susceptible individuals may be able to lower their dementia risk by 
modifying unhealthy dietary habits. The CAIDE HDI could be a useful tool in nutrition 
education and for helping individuals to monitor their own dietary habits. Continued follow-up 
of the CAIDE population in the future could provide more information about dietary factors 
and patterns in relation to cognition in older age groups (75+ years). 
Dietary habits in Finland have improved since the 1970s, but during recent years there has 
been a renewed increase in the consumption of saturated fats (especially in the form of butter 
and fatty dairy products), and this has been reflected in increasing blood cholesterol levels 
(Vartiainen et al, 2012). Carbohydrate consumption has decreased, but this decrease is due to 
reduced bread consumption (leading to reduced intake of fibers), not reduced sugar intake. The 
intake of salt is also increasing (Raulio et al, 2013). The consumption of unsaturated fats, fish, 
vegetables and fruits is now closer to the recommended levels, but there is still room for 
improvement. 
Media has an important role in the dissemination of nutritional information to the general 
population. During recent years a new ‘fat war’ has been being waged in Finland, with much 
focus on the supposedly detrimental effects of lipid-lowering medications and criticisms of the 
current recommendations on reducing saturated fat intake. The main diet type ‘promoted’ by 
some sectors of the media has been low-carbohydrate/high-fat. This may be one possible reason 
behind recent changes in dietary habits in the population (Raulio et al, 2013). 
The fact that many of the dietary factors associated with dementia are also related to 
cardiovascular and other chronic conditions and if one could include dementia-related diseases 
in nutrition education then this could help to increase motivation and adherence to healthy DPs 
in the general population. However, more detailed dietary information is needed before specific 
recommendations for dementia prevention can be formulated. The association of several factors 
(i.e. cholesterol, BP, BMI) with dementia seems to be age-dependent, and risk factor profiles are 
different in midlife vs. late-life (Kivipelto et al., 2006; Barnes et al., 2009). Similar differences 
regarding healthy DPs may exist between midlife and older ages, and DPs need to be studied in 
various age groups in relation to dementia risk. Since neuropathological changes can begin 
already decades before the first appearance of any clinical symptoms of dementia, it is essential 
to study long-term dietary habits in order to identify actual risk factors vs. markers of ongoing 
pathological processes and reverse causality. Many other details are still unclear, such as the 
role of various nutritional supplements in relation to diet in dementia prevention, the specific 
roles of different nutrients (i.e. types of unsaturated FAs, different vitamin forms), the levels of 
adequate intake for various nutrients at different ages and in different groups at risk of 
dementia. 
Recent studies have suggested that the incidence of dementia may be declining (Qiu et al., 
2013; Matthews et al., 2013). One possible explanation is the changes in cardiovascular risk 




smoking. However, both overweight and DM are becoming more common among middle-aged 
and older populations (Vartiainen et al., 2010; Luchsinger, 2010; Finucane et al., 2011; Fielding et 
al., 2013). New epidemiological studies are needed to confirm the trend of declining dementia 
incidence, and also to investigate dietary and other factors in the future generations of older 
people, considering that conditions in the population can change significantly during long-term 
follow-up studies. 
Even small intervention effects on common risk factors for dementia can have an important 
impact at the population level. At the moment there is no curative treatment for AD; all of the 
available drug treatments are merely symptomatic. No new Alzheimer drugs have entered the 
market since 2002. Since there is now more focus on the pre-dementia stages of AD, prevention 
represents a relevant intervention goal, and effective preventive interventions are needed in 
earlier stages of the disease. According to the Evidence Report on “Preventing Alzheimer’s 
Disease and Cognitive Decline”, there is a need for trials that consider multiple components of 
the same general factor and multiple factors simultaneously (Williams et al., 2010). The studies 
should also take into account the intensity, duration, and timing of the exposure, as exposures 
may be more influential and interventions more effective during critical/sensitive time 
windows. Further, the results from experimental animal models may not always be able to be 
extrapolated to humans (Demetrius, 2006), because of the much more complex human vs. 
animal cognitive performance. Thus, additional evidence is needed to clarify the apparent 
discrepancies between human epidemiological evidence and experimental animal models. 
Since dementia/AD is a multifactorial condition with a long sub-clinical, prodromal period, 
and diet is only one piece of a more complex puzzle, prevention trials targeting several risk 
factors simultaneously with extended periods of time may be more likely to succeed. These 
kinds of multi-domain RCTs are already ongoing in collaboration between researchers across 
Europe: the European Dementia Prevention Initiative (EDPI, http://www.edpi.org; Richard et 
al., 2012; Dehnel, 2013); their results can provide crucial information for formulating effective 
dementia prevention strategies including nutritional and exercise advice, cognitive training, 
and intensive monitoring of vascular risk factors. The EDPI includes three RCTs already in 
progress - the FINGER trial from Finland (Kivipelto et al., 2013), the Prevention of Dementia by 
Intensive Vascular Care (preDIVA) from the Netherlands (Richard et al., 2009) and the 
Multidomain Alzheimer Prevention Trial (MAPT) from France (Carrié et al., 2012) as well as a 
fourth which is being devised in the Netherlands, Finland and France - the Healthy Aging 








Agnoli C, Krogh V, Grioni S, Sieri S, Palli D, Masala G, Sacerdote C, Vineis P, Tumino R, Frasca 
G, Pala V, Berrino F, Chiodini P, Mattiello A, Panico S. A priori-defined dietary patterns are 
associated with reduced risk of stroke in a large Italian cohort. J Nutr 2011; 141(8): 1552-1558. 
 
Agüero-Torres H, Winblad B. Alzheimer's disease and vascular dementia. Some points of 
confluence. Ann N Y Acad Sci 2000; 903: 547-552. 
 
Akbaraly TN, Singh-Manoux A, Marmot MG, Brunner EJ. Education attenuates the association 
between dietary patterns and cognition. Dement Geriatr Cogn Disord 2009; 27(2): 147-154. 
 
Altman R, Rutledge JC. The vascular contribution to Alzheimer's disease. Clin Sci (Lond) 2010; 
119(10): 407-421. 
 
AlzGene – Field synopsis of genetic association studies in AD. Available at: 
http://www.alzgene.org. 
 
Alzheimer’s Association. Alzheimer’s Association Report. 2012 Alzheimer’s disease facts and 
figures. Alzheimers Dement 2012; 8(2): 131-168. Available at: http://www.alz.org/ 
downloads/Facts_Figures_2012.pdf. 
 
Alzheimer’s Disease International. World Alzheimer Report 2009. Available at: 
http://www.alz.co.uk/research/files/WorldAlzheimerReport.pdf. 
 
Alzheimer’s Disease International. World Alzheimer Report 2010. The Global Economic Impact 
of Dementia. Available at: http://www.alz.co.uk/research/files/WorldAlzheimer Report2010.pdf. 
 
Ambrosini GL, Oddy WH, Robinson M, O'Sullivan TA, Hands BP, de Klerk NH, Silburn SR, 
Zubrick SR, Kendall GE, Stanley FJ, Beilin LJ. Adolescent dietary patterns are associated with 
lifestyle and family psycho-social factors. Public Health Nutr 2009; 12(10): 1807-1815. 
 
American Heart Organization. Available at: http://www.heart.org. 
 
American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 4th ed. 
Washington DC: APA, 1994. 
 
American Psychiatric Association. Diagnostic and statistical manual of mental disorders. 5th ed. 
Arlington, VA: American Psychiatric Publishing, 2013. 
 
Ammann EM, Pottala JV, Harris WS, Espeland MA, Wallace R, Denburg NL, Carnahan RM, 
Robinson JG. Omega-3 fatty acids and domain-specific cognitive aging: Secondary analyses of 
data from WHISCA. Neurology 2013; 81(17): 1484-91. 
 
Andersen K, Launer LJ, Dewey ME, Letenneur L, Ott A, Copeland JR, Dartigues JF, Kragh-
Sorensen P, Baldereschi M, Brayne C, Lobo A, Martinez-Lage JM, Stijnen T, Hofman A. Gender 
differences in the incidence of AD and vascular dementia: The EURODEM Studies. EURODEM 





Andreeva VA, Kesse-Guyot E, Barberger-Gateau P, Fezeu L, Hercberg S, Galan P. Cognitive 
function after supplementation with B vitamins and long-chain omega-3 fatty acids: ancillary 
findings from the SU.FOL.OM3 randomized trial. Am J Clin Nutr 2011; 94(1): 278-286. 
 
Annweiler C, Allali G, Allain P, Bridenbaugh S, Schott AM, Kressig RW, Beauchet O. Vitamin D 
and cognitive performance in adults: a systematic review. Eur J Neurol 2009; 16(10): 1083-1089. 
 
Annweiler C, Rolland Y, Schott AM, Blain H, Vellas B, Beauchet O. Serum vitamin D deficiency 
as a predictor of incident non-Alzheimer dementias: a 7-year longitudinal study. Dement 
Geriatr Cogn Disord 2011; 32(4): 273-278. 
 
Aro A, Pietinen P, Uusitalo U, Tuomilehto J. Coffee and tea consumption, dietary fat intake and 
serum cholesterol concentration of Finnish men and women. J Intern Med 1989; 226(2): 127-132. 
 
Aznar S, Knudsen GM. Depression and Alzheimer's disease: is stress the initiating factor in a 
common neuropathological cascade? J Alzheimers Dis 2011; 23(2): 177-193. 
 
Bagger YZ, Tankó LB, Alexandersen P, Qin G, Christiansen C. The implications of body fat 
mass and fat distribution for cognitive function in elderly women. Obes Res 2004; 12(9): 1519-
1526. 
 
Ballard C, Gauthier S, Corbett A, Brayne C, Aarsland D, Jones E. Alzheimer's disease. Lancet 
2011; 377(9770): 1019-1031. 
 
Barber RC. The genetics of Alzheimer’s disease. Scientifica 2012; article ID 246210, 14 pages. 
 
Barberger-Gateau P, Letenneur L, Deschamps V, Pérès K, Dartigues JF, Renaud S. Fish, meat, 
and risk of dementia: cohort study. BMJ 2002; 325(7370): 932-933. 
 
Barberger-Gateau P, Raffaitin C, Letenneur L, Berr C, Tzourio C, Dartigues JF, Alpérovitch A. 
Dietary patterns and risk of dementia: the Three-City cohort study. Neurology 2007; 69(20): 
1921-1930. 
 
Barberger-Gateau P, Samieri C, Féart C, Plourde M. Dietary omega 3 polyunsaturated fatty 
acids and Alzheimer's disease: interaction with apolipoprotein E genotype. Curr Alzheimer Res 
2011; 8(5): 479-491. 
 
Barnes DE, Covinsky KE, Whitmer RA, Kuller LH, Lopez OL, Yaffe K. Predicting risk of 
dementia in older adults: The late-life dementia risk index. Neurology 2009; 73(3): 173-179. 
 
Barnes DE, Yaffe K. The projected effect of risk factor reduction on Alzheimer's disease 
prevalence. Lancet Neurol 2011; 10(9): 819-828. 
 
Baum SJ, Kris-Etherton PM, Willett WC, Lichtenstein AH, Rudel LL, Maki KC, Whelan J, 
Ramsden CE, Block RC. Fatty acids in cardiovascular health and disease: a comprehensive 
update. J Clin Lipidol 2012; 6(3): 216-234. 
 
Bayer-Carter JL, Green PS, Montine TJ, VanFossen B, Baker LD, Watson GS, Bonner LM, 
Callaghan M, Leverenz JB, Walter BK, Tsai E, Plymate SR, Postupna N, Wilkinson CW, Zhang J, 
Lampe J, Kahn SE, Craft S. Diet intervention and cerebrospinal fluid biomarkers in amnestic 





Beck AT, Ward CH, Mendelson M, Mock J, Erbaugh J. An inventory for measuring depression. 
Arch Gen Psychiatry 1961; 4: 561-571. 
 
Bender MM, Levy AS, Schucker RE, Yetley EA. Trends in prevalence and magnitude of vitamin 
and mineral supplement usage and correlation with health status. J Am Diet Assoc 1992; 92(9): 
1096-1101. 
 
Bennett-Levy J, Powell GE. The subjective memory questionnaire (SMQ). An investigation into 
the self-reporting “real-life” memory skills. Br J Soc Clin Psychol 1980; 19: 177-188. 
 
Bertram L, Tanzi RE. The genetic epidemiology of neurodegenerative disease. J Clin Invest 
2005; 115(6): 1449-1457. 
 
Beydoun MA, Kaufman JS, Satia JA, Rosamond W, Folsom AR. Plasma n-3 fatty acids and the 
risk of cognitive decline in older adults: the Atherosclerosis Risk in Communities Study. Am J 
Clin Nutr 2007; 85(4): 1103-1111. 
 
Beydoun MA, Lhotsky A, Wang Y, Dal Forno G, An Y, Metter EJ, Ferrucci L, O'Brien R, 
Zonderman AB. Association of adiposity status and changes in early to mid-adulthood with 
incidence of Alzheimer's disease. Am J Epidemiol 2008a; 168(10): 1179-1189. 
 
Beydoun MA, Kaufman JS, Sloane PD, Heiss G, Ibrahim J. n-3 Fatty acids, hypertension and risk 
of cognitive decline among older adults in the Atherosclerosis Risk in Communities (ARIC) 
study. Public Health Nutr 2008b; 11(1): 17-29. 
 
Bhagwat S, Haytowitz DB, Holden JM. U.S. Department of Agriculture, Agricultural Research 
Service. 2011. USDA Database for the Flavonoid Content of Selected Foods, Release 3.0. 
Nutrient Data. 
 
Bird TD. Genetic factors in Alzheimer's disease. N Engl J Med 2005; 352(9): 862-864. 
 
Birks J, Grimley Evans J. Ginkgo biloba for cognitive impairment and dementia. Cochrane 
Database Syst Rev 2009; (1): CD003120. 
 
Blacker D, Haines JL, Rodes L, Terwedow H, Go RC, Harrell LE, Perry RT, Bassett SS, Chase G, 
Meyers D, Albert MS, Tanzi R. ApoE-4 and age at onset of Alzheimer's disease: the NIMH 
genetics initiative. Neurology 1997; 48(1): 139-147. 
 
Blasko I, Hinterberger M, Kemmler G, Jungwirth S, Krampla W, Leitha T, Heinz Tragl K, 
Fischer P. Conversion from mild cognitive impairment to dementia: influence of folic acid and 
vitamin B12 use in the VITA cohort. J Nutr Health Aging 2012; 16(8): 687-694. 
 
Borkowski JG, Benton AL, Spreen O. Word fluency and brain damage. Neuropsychologia 1967; 
5(2): 135–140. 
 
Bozzali M, Cercignani M, Caltagirone C. Brain volumetrics to investigate aging and the 








Breteler MM, van Swieten JC, Bots ML, Grobbee DE, Claus JJ, van den Hout JH, van Harskamp 
F, Tanghe HL, de Jong PT, van Gijn J, Hofman A. Cerebral white matter lesions, vascular risk 
factors, and cognitive function in a population-based study: the Rotterdam Study. Neurology 
1994; 44(7): 1246-1252. 
 
Brigelius-Flohé R, Traber MG. Vitamin E: function and metabolism. FASEB J 1999; 13(10): 1145-
1155. 
 
Brookmeyer R, Johnson E, Ziegler-Graham K, Arrighi HM. Forecasting the global burden of 
Alzheimer's disease. Alzheimers Dement. 2007; 3(3): 186-191. 
 
Brookmeyer R, Johnson E, Ziegler-Graham K, Arrighi HM. Computer software to forecast the 
global burden of Alzheimer's disease. Available at http://www.biostat.jhsph.edu/project/ 
globalAD/ourfindings.htm. 
 
Bryan J. Psychological effects of dietary components of tea: caffeine and L-theanine. Nutr Rev 
2008; 66(2): 82-90. 
 
Buckland G, Agudo A, Travier N, Huerta JM, Cirera L, Tormo MJ, Navarro C, Chirlaque MD, 
Moreno-Iribas C, Ardanaz E, Barricarte A, Etxeberria J, Marin P, Quirós JR, Redondo ML, 
Larrañaga N, Amiano P, Dorronsoro M, Arriola L, Basterretxea M, Sanchez MJ, Molina E, 
González CA. Adherence to the Mediterranean diet reduces mortality in the Spanish cohort of 
the European Prospective Investigation into Cancer and Nutrition (EPIC-Spain). Br J Nutr 2011; 
106(10): 1581-1591. 
 
Bunch TJ, Weiss JP, Crandall BG, May HT, Bair TL, Osborn JS, Anderson JL, Muhlestein JB, 
Horne BD, Lappe DL, Day JD. Atrial fibrillation is independently associated with senile, 
vascular, and Alzheimer's dementia. Heart Rhythm 2010; 7(4): 433-437. 
 
Burke DM, Mackay DG. Memory, language, and ageing. Philos Trans R Soc Lond B Biol Sci 
1997; 352(1363): 1845-1856. 
 
Burns A, Lawlor B, Craig S (ed.). Assessment Scales in Old Age Psychiatry. Martin Dunitz Ltd, 
London, UK, 1999. 
 
Burns A, Byrne EJ, Maurer K. Alzheimer's disease. Lancet 2002; 360(9327): 163-165. 
 
Burns A. Behavioral and psychological symptoms of dementia: trial design. Int Psychogeriatr 
2003; 15(Suppl 1): 241-245. 
 
Burns A, Iliffe S. Alzheimer's disease. BMJ 2009; 338:b158. 
 
Butt MS, Sultan MT. Coffee and its consumption: benefits and risks. Crit Rev Food Sci Nutr 
2011; 51(4): 363-373. 
 
Butterfield DA, Drake J, Pocernich C, Castegna A. Evidence of oxidative damage in Alzheimer's 
disease brain: central role for amyloid beta-peptide. Trends Mol Med 2001; 7(12): 548-554. 
 
Buzzard IM, Sievert YA. Research priorities and recommendations for dietary assessment 
methodology. First International Conference on Dietary Assessment Methods. Am J Clin Nutr 





Cabrera C, Artacho R, Giménez R. Beneficial effects of green tea--a review. J Am Coll Nutr 2006; 
25(2): 79-99. 
 
Calder PC. Fatty acids and inflammation: the cutting edge between food and pharma. Eur J 
Pharmacol 2011; 668(Suppl 1): S50-S58. 
 
Candela M, Astiasarán I, Bello J. Effects of frying and warmholding on fatty acids and 
cholesterol of sole (Solea solea), codfish (Gadus morrhua) and hake (Merluccius merluccius). 
Food Chem 1997; 58(3): 227-231. 
 
Candela M, Astiasarán I, Bello J. Deep-fat frying modifies high-fat fish lipid fraction. J Agric 
Food Chem 1998; 46(7): 2793-2796. 
 
Cappai R, Barnham KJ. Delineating the mechanism of Alzheimer's disease A beta peptide 
neurotoxicity. Neurochem Res 2008; 33(3): 526-532. 
 
Caracciolo B. Cognitive impairment in the nondemented elderly. Occurrence, risk factors, 
progression. Doctoral thesis. Publications from Karolinska Institutet, 2011. 
 
Caraci F, Copani A, Nicoletti F, Drago F. Depression and Alzheimer's disease: Neurobiological 
links and common pharmacological targets. Eur J Pharmacol 2010; 626(1): 64-71. 
 
Carrié I, van Kan GA, Gillette-Guyonnet S, Andrieu S, Dartigues JF, Touchon J, Dantoine T, 
Rouaud O, Bonnefoy M, Robert P, Cuffi MN, Bories L, Bordes S, Gasnier Y, Desclaux F, Sudres 
K, Pesce A, Vellas B. Recruitment strategies for preventive trials. The MAPT study 
(MultiDomain Alzheimer Preventive Trial). J Nutr Health Aging 2012; 16(4): 355-359. 
 
Cedazo-Mínguez A, Cowburn RF. Apolipoprotein E: a major piece in the Alzheimer's disease 
puzzle. J Cell Mol Med 2001; 5(3): 254-266. 
 
Cedazo-Mínguez A. Apolipoprotein E and Alzheimer's disease: molecular mechanisms and 
therapeutic opportunities. J Cell Mol Med 2007; 11(6): 1227-1238. 
 
Chen ST, Maruthur NM, Appel LJ. The effect of dietary patterns on estimated coronary heart 
disease risk: results from the Dietary Approaches to Stop Hypertension (DASH) trial. Circ 
Cardiovasc Qual Outcomes 2010; 3(5): 484-489. 
 
Cherbuin N, Anstey KJ. The Mediterranean Diet is Not Related to Cognitive Change in a Large 
Prospective Investigation: The PATH Through Life Study. Am J Geriatr Psychiatry, 2012; 20(7): 
635-639. 
 
Chiu CC, Su KP, Cheng TC, Liu HC, Chang CJ, Dewey ME, Stewart R, Huang SY. The effects of 
omega-3 fatty acids monotherapy in Alzheimer's disease and mild cognitive impairment: a 
preliminary randomized double-blind placebo-controlled study. Prog Neuropsychopharmacol 
Biol Psychiatry 2008; 32(6): 1538-1544. 
 
Chowdhury R, Stevens S, Gorman D, Pan A, Warnakula S, Chowdhury S, Ward H, Johnson L, 
Crowe F, Hu FB, Franco OH. Association between fish consumption, long chain omega 3 fatty 






Christensen H. What cognitive changes can be expected with normal ageing? Aust N Z J 
Psychiatry 2001; 35(6): 768-775. 
 
Clarke R, Birks J, Nexo E, Ueland PM, Schneede J, Scott J, Molloy A, Evans JG. Low vitamin B-
12 status and risk of cognitive decline in older adults. Am J Clin Nutr 2007; 86(5): 1384-1391. 
 
Cohen JE. Human population: the next half century. Science 2003; 302: 1172-1175. 
 
Cole GM, Ma Q-L, Frautschy SA. Omega-3 fatty acids and dementia. Prostaglandins Leukot 
Essent Fatty Acids 2009; 81(2-3): 213-221. 
 
Cole GM, Ma QL, Frautschy SA. Dietary fatty acids and the aging brain. Nutr Rev 2010; 
68(Suppl 2): S102-S111. 
 
Commenges D, Scotet V, Renaud S, Jacqmin-Gadda H, Barberger-Gateau P, Dartigues JF. Intake 
of flavonoids and risk of dementia. Eur J Epidemiol 2000; 16(4): 357-363. 
 
Corbo RM, Scacchi R. Apolipoprotein E (APOE) allele distribution in the world. Is APOE*4 a 
'thrifty' allele? Ann Hum Genet 1999; 63(Pt 4): 301-310. 
 
Corder EH, Saunders AM, Strittmatter WJ, Schmechel DE, Gaskell PC, Small GW, Roses AD, 
Haines JL, Pericak-Vance MA. Gene dose of apolipoprotein E type 4 allele and the risk of 
Alzheimer's disease in late onset families. Science 1993; 261(5123): 921-923. 
 
Cornwell T, Cohick W, Raskin I. Dietary phytoestrogens and health. Phytochemistry 2004; 65(8): 
995-1016. 
 
Craig-Schmidt MC. World-wide consumption of trans fatty acids. Atheroscler Suppl 2006; 7(2): 
1-4. 
 
Craik FI, Bialystok E, Freedman M. Delaying the onset of Alzheimer disease: Bilingualism as a 
form of cognitive reserve. Neurology 2010; 75(19): 1726-1729. 
 
Crean S, Ward A, Mercaldi CJ, Collins JM, Cook MN, Baker NL, Arrighi HM. Apolipoprotein E 
ε4 prevalence in Alzheimer's disease patients varies across global populations: a systematic 
literature review and meta-analysis. Dement Geriatr Cogn Disord 2011; 31(1): 20-30. 
 
Creavin ST, Gallacher J, Pickering J, Fehily A, Fish M, Ebrahim S, Bayer A, Ben-Shlomo Y. High 
caloric intake, poor cognition and dementia: the Caerphilly Prospective Study. Eur J Epidemiol 
2012; 27(3): 197-203. 
 
Crupi R, Marino A, Cuzzocrea S. n-3 fatty acids: role in neurogenesis and neuroplasticity. Curr 
Med Chem 2013; 20(24): 2953-2963. 
 
Cui J, Shen Y, Li R. Estrogen synthesis and signaling pathways during aging: from periphery to 
brain. Trends Mol Med 2013; 19(3): 197-209. 
 
Dacks PA, Shineman DW, Fillit HM. Current evidence for the clinical use of long-chain 
polyunsaturated n-3 fatty acids to prevent age-related cognitive decline and Alzheimer's 





Dahl AK, Löppönen M, Isoaho R, Berg S, Kivelä SL. Overweight and obesity in old age are not 
associated with greater dementia risk. J Am Geriatr Soc 2008; 56(12): 2261-2266. 
 
Dai Q, Borenstein AR, Wu Y, Jackson JC, Larson EB. Fruit and vegetable juices and Alzheimer’s 
disease: The Kame Project. Am J Med 2006; 119(9): 751-759. 
 
Dali-Youcef N, Andrès E. An update on cobalamin deficiency in adults. QJM 2009; 102(1): 17-28. 
 
Dall'Igna OP, Fett P, Gomes MW, Souza DO, Cunha RA, Lara DR. Caffeine and adenosine A(2a) 
receptor antagonists prevent beta-amyloid (25-35)-induced cognitive deficits in mice. Exp 
Neurol 2007; 203(1): 241-245. 
 
Dangour AD, Allen E, Elbourne D, Fasey N, Fletcher AE, Hardy P, Holder GE, Knight R, Letley 
L, Richards M, Uauy R. Effect of 2-y n-3 long-chain polyunsaturated fatty acid supplementation 
on cognitive function in older people: a randomized, double-blind, controlled trial. Am J Clin 
Nutr 2010a; 91(6): 1725-1732. 
 
Dangour AD, Whitehouse PJ, Rafferty K, Mitchell SA, Smith L, Hawkesworth S, Vellas B. B-
vitamins and fatty acids in the prevention and treatment of Alzheimer's disease and dementia: a 
systematic review. J Alzheimers Dis 2010b; 22(1): 205-224. 
 
Das UN. Folic acid and polyunsaturated fatty acids improve cognitive function and prevent 
depression, dementia, and Alzheimer's disease--but how and why? Prostaglandins Leukot 
Essent Fatty Acids 2008; 78(1): 11-19. 
 
de Chaves EP, Narayanaswami V. Apolipoprotein E and cholesterol in aging and disease in the 
brain. Future Lipidol 2008; 3(5): 505-530. 
 
de Jager CA, Oulhaj A, Jacoby R, Refsum H, Smith AD. Cognitive and clinical outcomes of 
homocysteine-lowering B-vitamin treatment in mild cognitive impairment: a randomized 
controlled trial. Int J Geriatr Psychiatry 2012; 27(6): 592-600. 
 
de la Monte SM. Insulin resistance and Alzheimer's disease. BMB Rep 2009; 42(8): 475-481. 
 
de Mendonça A, Sebastião AM, Ribeiro JA. Adenosine: does it have a neuroprotective role after 
all? Brain Res Brain Res Rev 2000; 33(2-3): 258-274. 
 
Debette S, Markus HS. The clinical importance of white matter hyperintensities on brain 
magnetic resonance imaging: systematic review and meta-analysis. BMJ 2010; 341: c3666. 
 
Debette S, Seshadri S, Beiser A, Au R, Himali JJ, Palumbo C, Wolf PA, DeCarli C. Midlife 
vascular risk factor exposure accelerates structural brain aging and cognitive decline. 
Neurology 2011; 77(5): 461-468. 
 
Dehnel T. The European Dementia Prevention Initiative. Lancet Neurol 2013; 12(3): 227-228. 
 
Demetrius L. Aging in mouse and human systems: a comparative study. Ann N Y Acad Sci 
2006; 1067: 66-82. 
 
Demirovic J, Prineas R, Loewenstein D, Bean J, Duara R, Sevush S, Szapocznik J. Prevalence of 
dementia in three ethnic groups: the South Florida program on aging and health. Ann 




den Dunnen WF, Brouwer WH, Bijlard E, Kamphuis J, van Linschoten K, Eggens-Meijer E, 
Holstege G. No disease in the brain of a 115-year-old woman. Neurobiol Aging 2008; 29(8): 
1127-1132. 
 
Denis I, Potier B, Vancassel S, Heberden C, Lavialle M. Omega-3 fatty acids and brain resistance 
to ageing and stress: body of evidence and possible mechanisms. Ageing Res Rev 2013; 12(2): 
579-594. 
 
de Valk HW. Magnesium in diabetes mellitus. Neth J Med 1999; 54(4): 139-146. 
 
Devore EE, Stampfer MJ, Breteler MM, Rosner B, Hee Kang J, Okereke O, Hu FB, Grodstein F. 
Dietary fat intake and cognitive decline in women with type 2 diabetes. Diabetes Care 2009a; 
32(4): 635-640. 
 
Devore EE, Grodstein F, van Rooij FJ, Hofman A, Rosner B, Stampfer MJ, Witteman JC, Breteler 
MM. Dietary intake of fish and omega-3 fatty acids in relation to long-term dementia risk. Am J 
Clin Nutr 2009b; 90(1): 170-176. 
 
Devore EE, Grodstein F, van Rooij FJ, Hofman A, Stampfer MJ, Witteman JC, Breteler MM. 
Dietary antioxidants and long-term risk of dementia. Arch Neurol 2010; 67(7): 819-825. 
 
Di Carlo A, Baldereschi M, Amaducci L, Lepore V, Bracco L, Maggi S, Bonaiuto S, Perissinotto 
E, Scarlato G, Farchi G, Inzitari D; ILSA Working Group. Incidence of dementia, Alzheimer's 
disease, and vascular dementia in Italy. The ILSA Study. J Am Geriatr Soc 2002; 50(1): 41-48. 
 
Dickens AP, Lang IA, Langa KM, Kos K, Llewellyn DJ. Vitamin D, cognitive dysfunction and 
dementia in older adults. CNS Drugs 2011; 25(8): 629-639. 
 
Diplock AT. Antioxidant nutrients and disease prevention: an overview. Am J Clin Nutr 1991; 
53(1 Suppl): 189S-193S. 
 
Dodel R, Csoti I, Ebersbach G, Fuchs G, Hahne M, Kuhn W, Oechsner M, Jost W, Reichmann H, 
Schulz JB. Lewy body dementia and Parkinson's disease with dementia. J Neurol 2008; 
255(Suppl 5): 39-47. 
 
Dolan H, Crain B, Troncoso J, Resnick SM, Zonderman AB, Obrien RJ. Atherosclerosis, 
dementia, and Alzheimer disease in the Baltimore Longitudinal Study of Aging cohort. Ann 
Neurol 2010; 68(2): 231-240. 
 
Dórea JG, da Costa TH. Is coffee a functional food? Br J Nutr 2005; 93(6): 773-782. 
 
Du Y, Melchert HU, Knopf H, Braemer-Hauth M, Gerding B, Pabel E. Association of serum 
caffeine concentrations with blood lipids in caffeine-drug users and nonusers - results of 
German National Health Surveys from 1984 to 1999. Eur J Epidemiol 2005; 20(4): 311-316. 
 
Duarte GS, Farah A. Effect of simultaneous consumption of milk and coffee on chlorogenic 
acids' bioavailability in humans. J Agric Food Chem 2011; 59(14): 7925-7931. 
 
Dubois B, Feldman HH, Jacova C, Dekosky ST, Barberger-Gateau P, Cummings J, Delacourte A, 
Galasko D, Gauthier S, Jicha G, Meguro K, O'brien J, Pasquier F, Robert P, Rossor M, Salloway 
S, Stern Y, Visser PJ, Scheltens P. Research criteria for the diagnosis of Alzheimer's disease: 




Dullemeijer C, Durga J, Brouwer IA, van de Rest O, Kok FJ, Brummer RJ, van Boxtel MP, 
Verhoef P. n-3 Fatty acid proportions in plasma and cognitive performance in older adults. Am 
J Clin Nutr 2007; 86(5): 1479-1485. 
 
Dunn JE, Weintraub S, Stoddard AM, Banks S. Serum alpha-tocopherol, concurrent and past 
vitamin E intake, and mild cognitive impairment. Neurology 2007; 68(9): 670-676. 
 
Durga J, van Boxtel MP, Schouten EG, Kok FJ, Jolles J, Katan MB, Verhoef P. Effect of 3-year 
folic acid supplementation on cognitive function in older adults in the FACIT trial: a 
randomised, double blind, controlled trial. Lancet 2007; 369(9557): 208-216. 
 
Dye RV, Miller KJ, Singer EJ, Levine AJ. Hormone replacement therapy and risk for 
neurodegenerative diseases. Int J Alzheimers Dis 2012; 2012: 258454. 
 
Ehnholm C, Lukka M, Kuusi T, Nikkilä E, Utermann G. Apolipoprotein E polymorphism in the 
Finnish population: gene frequencies and relation to lipoprotein concentrations. J Lipid Res 
1986; 27(3): 227-235. 
 
Einstein GO, Smith RE, McDaniel MA, Shaw P. Aging and prospective memory: the influence 
of increased task demands at encoding and retrieval. Psychol Aging 1997; 12(3): 479-488. 
 
Emre M, Aarsland D, Brown R, Burn DJ, Duyckaerts C, Mizuno Y, Broe GA, Cummings J, 
Dickson DW, Gauthier S, Goldman J, Goetz C, Korczyn A, Lees A, Levy R, Litvan I, McKeith I, 
Olanow W, Poewe W, Quinn N, Sampaio C, Tolosa E, Dubois B. Clinical diagnostic criteria for 
dementia associated with Parkinson's disease. Mov Disord 2007; 22(12): 1689-1707. 
 
Engelhart MJ, Geerlings MI, Ruitenberg A, Van Swieten JC, Hofman A, Witteman JC, Breteler 
MM. Diet and risk of dementia: Does fat matter?: The Rotterdam Study. Neurology 2002a; 
59(12): 1915-1921. 
 
Engelhart MJ, Geerlings MI, Ruitenberg A, van Swieten JC, Hofman A, Witteman JC, Breteler 
MM. Dietary intake of antioxidants and risk of Alzheimer disease. JAMA 2002b; 287(24): 3223-
3229. 
 
Erkinjuntti T, Ostbye T, Steenhuis R, Hachinski V. The effect of different diagnostic criteria on 
the prevalence of dementia. N Engl J Med 1997; 337(23): 1667-1674. 
 
Erkinjuntti T, Gauthier S. The concept of vascular cognitive impairment. Front Neurol Neurosci 
2009; 24: 79-85. 
 
Estruch R, Ros E, Salas-Salvadó J, Covas MI, Corella D, Arós F, Gómez-Gracia E, Ruiz-Gutiérrez 
V, Fiol M, Lapetra J, Lamuela-Raventos RM, Serra-Majem L, Pintó X, Basora J, Muñoz MA, Sorlí 
JV, Martínez JA, Martínez-González MA; PREDIMED Study Investigators. Primary prevention 
of cardiovascular disease with a Mediterranean diet. N Engl J Med 2013; 368(14): 1279-1290. 
 
Farina N, Isaac MG, Clark AR, Rusted J, Tabet N. Vitamin E for Alzheimer's dementia and mild 
cognitive impairment. Cochrane Database Syst Rev 2012; 11: CD002854. 
 
Farkas E, Luiten PG. Cerebral microvascular pathology in aging and Alzheimer's disease. Prog 





Farrer LA, Cupples LA, Haines JL, Hyman B, Kukull WA, Mayeux R, Myers RH, Pericak-Vance 
MA, Risch N, van Duijn CM; APOE and Alzheimer Disease Meta Analysis Consortium. Effects 
of age, sex, and ethnicity on the association between apolipoprotein E genotype and Alzheimer 
disease. A meta-analysis. JAMA 1997; 278(16): 1349-1356. 
 
Féart C, Samieri C, Rondeau V, Amieva H, Portet F, Dartigues JF, Scarmeas N, Barberger-
Gateau P. Adherence to a Mediterranean diet, cognitive decline, and risk of dementia. JAMA 
2009; 302(6): 638-648. 
 
Ferruzzi MG. The influence of beverage composition on delivery of phenolic compounds from 
coffee and tea. Physiol Behav 2010; 100(1): 33-41. 
 
Fielding RA, Gunstad J, Gustafson DR, Heymsfield SB, Kral JG, Launer LJ, Penninger J, Phillips 
DI, Scarmeas N. The paradox of overnutrition in aging and cognition. Ann N Y Acad Sci 2013; 
1287: 31-43. 
 
Fillenbaum GG, Kuchibhatla MN, Hanlon JT, Artz MB, Pieper CF, Schmader KE, Dysken MW, 
Gray SL. Dementia and Alzheimer's disease in community-dwelling elders taking vitamin C 
and/or vitamin E. Ann Pharmacother 2005; 39(12): 2009-2014. 
 
Fineli ® - Finnish Food Composition Database. Available at: http://www.fineli.fi. 
 
Finnish Food Safety Authority (Evira). Available at: http://www.evira.fi. 
 
Finucane MM, Stevens GA, Cowan MJ, Danaei G, Lin JK, Paciorek CJ, Singh GM, Gutierrez HR, 
Lu Y, Bahalim AN, Farzadfar F, Riley LM, Ezzati M; Global Burden of Metabolic Risk Factors of 
Chronic Diseases Collaborating Group (Body Mass Index). National, regional, and global trends 
in body-mass index since 1980: systematic analysis of health examination surveys and 
epidemiological studies with 960 country-years and 9·1 million participants. Lancet 2011; 
377(9765): 557-567. 
 
Flicker L. Modifiable lifestyle risk factors for Alzheimer's disease. J Alzheimers Dis 2010; 20(3): 
803-811. 
 
Folstein MF, Folstein SE, McHugh PR. "Mini-mental state". A practical method for grading the 
cognitive state of patients for the clinician. J Psychiatr Res 1975; 12(3): 189-198. 
 
Fontaine-Bisson B, Wolever TM, Chiasson JL, Rabasa-Lhoret R, Maheux P, Josse RG, Leiter LA, 
Rodger NW, Ryan EA, Connelly PW, Corey PN, El-Sohemy A. Genetic polymorphisms of 
tumor necrosis factor-alpha modify the association between dietary polyunsaturated fatty acids 
and fasting HDL-cholesterol and apo A-I concentrations. Am J Clin Nutr 2007; 86(3): 768-774. 
 
Ford AH, Almeida OP. Effect of Homocysteine Lowering Treatment on Cognitive Function: A 
Systematic Review and Meta-Analysis of Randomized Controlled Trials. J Alzheimers Dis 2012; 
29(1): 133-149. 
 
Franco OH, Bonneux L, de Laet C, Peeters A, Steyerberg EW, Mackenbach JP. The Polymeal: a 
more natural, safer, and probably tastier (than the Polypill) strategy to reduce cardiovascular 
disease by more than 75%. BMJ 2004; 329(7480): 1447-1450. 
 
Fratiglioni L, De Ronchi D, Agüero-Torres H. Worldwide prevalence and incidence of 




Fratiglioni L, Launer LJ, Andersen K, Breteler MM, Copeland JR, Dartigues JF, Lobo A, 
Martinez-Lage J, Soininen H, Hofman A. Incidence of dementia and major subtypes in Europe: 
A collaborative study of population-based cohorts. Neurologic Diseases in the Elderly Research 
Group. Neurology 2000; 54(11 Suppl 5): S10-S15. 
 
Fratiglioni L, Rocca WA. Epidemiology of dementia. In Boller F, Cappa SF (Eds.), Handbook of 
Neuropsychology (2nd edition), volume 6: Aging and dementia. Amsterdam: Elsevier, 2001 (pp. 
193-215). 
 
Fratiglioni L, Paillard-Borg S, Winblad B. An active and socially integrated lifestyle in late life 
might protect against dementia. Lancet Neurol 2004; 3(6): 343-353. 
 
Fratiglioni L, Winblad B, von Strauss E. Prevention of Alzheimer's disease and dementia. Major 
findings from the Kungsholmen Project. Physiol Behav 2007; 92(1-2): 98-104. 
 
Fratiglioni L, Mangialasche F, Qiu C. Brain aging: lessons from community studies. Nutr Rev 
2010; 68(Suppl 2): S119-S127. 
 
Fredholm BB, Bättig K, Holmén J, Nehlig A, Zvartau EE. Actions of caffeine in the brain with 
special reference to factors that contribute to its widespread use. Pharmacol Rev 1999; 51(1): 83-
133. 
 
Freund-Levi Y, Eriksdotter-Jönhagen M, Cederholm T, Basun H, Faxén-Irving G, Garlind A, 
Vedin I, Vessby B, Wahlund LO, Palmblad J. Omega-3 fatty acid treatment in 174 patients with 
mild to moderate Alzheimer disease: OmegAD study: a randomized double-blind trial. Arch 
Neurol 2006; 63(10): 1402-1408. 
 
Fung TT, Chiuve SE, McCullough ML, Rexrode KM, Logroscino G, Hu FB. Adherence to a 
DASH-style diet and risk of coronary heart disease and stroke in women. Arch Intern Med 
2008; 168(7): 713-720. 
 
Fung TT, Rexrode KM, Mantzoros CS, Manson JE, Willett WC, Hu FB. Mediterranean diet and 
incidence of and mortality from coronary heart disease and stroke in women. Circulation 2009; 
119(8): 1093-1100. 
 
Gao Q, Niti M, Feng L, Yap KB, Ng TP. Omega-3 polyunsaturated fatty acid supplements and 
cognitive decline: Singapore Longitudinal Aging Studies. J Nutr Health Aging 2011; 15(1): 32-
35. 
 
Gao Y, Huang C, Zhao K, Ma L, Qiu X, Zhang L, Xiu Y, Chen L, Lu W, Huang C, Tang Y, Xiao 
Q. Depression as a risk factor for dementia and mild cognitive impairment: a meta-analysis of 
longitudinal studies. Int J Geriatr Psychiatry 2013; 28(5): 441-449. 
 
Gardener H, Wright CB, Gu Y, Demmer RT, Boden-Albala B, Elkind MS, Sacco RL, Scarmeas N. 
Mediterranean-style diet and risk of ischemic stroke, myocardial infarction, and vascular death: 
the Northern Manhattan Study. Am J Clin Nutr 2011; 94(6): 1458-1464. 
 
Gatz M, Reynolds CA, Fratiglioni L, Johansson B, Mortimer JA, Berg S, Fiske A, Pedersen NL. 






Gelber RP, Petrovitch H, Masaki KH, Ross GW, White LR. Coffee intake in midlife and risk of 
dementia and its neuropathologic correlates. J Alzheimers Dis 2011; 23(4): 607-615. 
 
Gerdes LU, Klausen IC, Sihm I, Faergeman O. Apolipoprotein E polymorphism in a Danish 
population compared to findings in 45 other study populations around the world. Genet 
Epidemiol 1992; 9(3): 155-167. 
 
Gibbs RB, Gabor R. Estrogen and cognition: applying preclinical findings to clinical 
perspectives. J Neurosci Res 2003; 74(5): 637-643. 
 
Gillingham LG, Harris-Janz S, Jones PJ. Dietary monounsaturated fatty acids are protective 
against metabolic syndrome and cardiovascular disease risk factors. Lipids 2011; 46(3): 209-228. 
 
Giorgio A, De Stefano N. Clinical use of brain volumetry. J Magn Reson Imaging 2013; 37(1): 1-
14. 
 
Glatzel M, Stoeck K, Seeger H, Lührs T, Aguzzi A. Human prion diseases: molecular and 
clinical aspects. Arch Neurol 2005; 62(4): 545-552. 
 
Goate A. Segregation of a missense mutation in the amyloid beta-protein precursor gene with 
familial Alzheimer's disease. J Alzheimers Dis 2006; 9(3 Suppl): 341-347. 
 
Gray SL, Anderson ML, Crane PK, Breitner JC, McCormick W, Bowen JD, Teri L, Larson E. 
Antioxidant vitamin supplement use and risk of dementia or Alzheimer's disease in older 
adults. J Am Geriatr Soc 2008; 56(2): 291-295. 
 
Greenwood CE, Winocur G. High-fat diets, insulin resistance and declining cognitive function. 
Neurobiol Aging 2005; 26(Suppl 1): 42-45. 
 
Grigg D. The worlds of tea and coffee: Patterns of consumption. GeoJournal 2002; 57(4): 283-294. 
 
Grinberg LT, Heinsen H. Toward a pathological definition of vascular dementia. J Neurol Sci 
2010; 299(1-2): 136-138. 
 
Grodstein F, Chen J, Willett WC. High-dose antioxidant supplements and cognitive function in 
community-dwelling elderly women. Am J Clin Nutr 2003; 77(4): 975-984. 
 
Gu Y, Nieves JW, Stern Y, Luchsinger JA, Scarmeas N. Food combination and Alzheimer 
disease risk: a protective diet. Arch Neurol 2010; 67(6): 699-706. 
 
Gu Y, Scarmeas N. Dietary patterns in Alzheimer's disease and cognitive aging. Curr Alzheimer 
Res 2011; 8(5): 510-519. 
 
Guallar-Castillón P, Rodríguez-Artalejo F, Tormo MJ, Sánchez MJ, Rodríguez L, Quirós JR, 
Navarro C, Molina E, Martínez C, Marín P, Lopez-Garcia E, Larrañaga N, Huerta JM, 
Dorronsoro M, Chirlaque MD, Buckland G, Barricarte A, Banegas JR, Arriola L, Ardanaz E, 
González CA, Moreno-Iribas C. Major dietary patterns and risk of coronary heart disease in 
middle-aged persons from a Mediterranean country: the EPIC-Spain cohort study. Nutr Metab 





Gustafson DR, Bäckman K, Waern M, Östling S, Guo X, Zandi P, Mielke MM, Bengtsson C, 
Skoog I. Adiposity indicators and dementia over 32 years in Sweden. Neurology 2009; 73(19): 
1559-1566. 
 
Haan MN, Miller JW, Aiello AE, Whitmer RA, Jagust WJ, Mungas DM, Allen LH, Green R. 
Homocysteine, B vitamins, and the incidence of dementia and cognitive impairment: results 
from the Sacramento Area Latino Study on Aging. Am J Clin Nutr 2007; 85(2): 511-517. 
 
Hachinski VC, Iliff LD, Zilhka E, Du Boulay GH, McAllister VL, Marshall J, Russell RW, Symon 
L. Cerebral blood flow in dementia. Arch Neurol 1975; 32(9): 632-637. 
 
Hanson AJ, Bayer-Carter JL, Green PS, Montine TJ, Wilkinson CW, Baker LD, Watson GS, 
Bonner LM, Callaghan M, Leverenz JB, Tsai E, Postupna N, Zhang J, Lampe J, Craft S. Effect of 
apolipoprotein E genotype and diet on apolipoprotein E lipidation and amyloid peptides: 
randomized clinical trial. JAMA Neurol 2013; 70(8): 972-980. 
 
Hardy J. Amyloid, the presenilins and Alzheimer's disease. Trends Neurosci 1997; 20(4): 154-
159. 
 
Harvey RJ, Skelton-Robinson M, Rossor MN. The prevalence and causes of dementia in people 
under the age of 65 years. J Neurol Neurosurg Psychiatry 2003; 74(9): 1206-1209. 
 
Hashimoto M, Hossain S. Neuroprotective and ameliorative actions of polyunsaturated fatty 
acids against neuronal diseases: beneficial effect of docosahexaenoic acid on cognitive decline in 
Alzheimer's disease. J Pharmacol Sci 2011; 116(2): 150-162. 
 
Hassing LB, Dahl AK, Thorvaldsson V, Berg S, Gatz M, Pedersen NL, Johansson B. Overweight 
in midlife and risk of dementia: a 40-year follow-up study. Int J Obes (Lond) 2009; 33(8): 893-
898. 
 
Helldán A, Raulio S, Kosola M, Tapanainen H, Ovaskainen M-L, Virtanen S. (toim). Finravinto 
2012 -tutkimus – The National FINDIET 2012 Survey. Publications of The National Institute for 
Health and Welfare, 16/2013. Juvenes Print – Suomen yliopistopaino Oy, Tampere, 2013. 
 
Heude B, Ducimetière P, Berr C. Cognitive decline and fatty acid composition of erythrocyte 
membranes--The EVA Study. Am J Clin Nutr 2003; 77(4): 803-808. 
 
Heun R, Burkart M, Wolf C, Benkert O. Effect of presentation rate on word list learning in 
patients with dementia of the Alzheimer type. Dement Geriatr Cogn Disord 1998; 9(4): 214-218. 
 
Higdon JV, Frei B. Coffee and health: a review of recent human research. Crit Rev Food Sci Nutr 
2006; 46(2): 101-123. 
 
Hoevenaar-Blom MP, Nooyens AC, Kromhout D, Spijkerman AM, Beulens JW, van der Schouw 
YT, Bueno-de-Mesquita B, Verschuren WM. Mediterranean style diet and 12-year incidence of 
cardiovascular diseases: the EPIC-NL cohort study. PLoS One 2012; 7(9): e45458. 
 
Hofman A, Rocca WA, Brayne C, Breteler MM, Clarke M, Cooper B, Copeland JR, Dartigues JF, 
da Silva Droux A, Hagnell O, et al. The prevalence of dementia in Europe: a collaborative study 






Holmes C, Boche D, Wilkinson D, Yadegarfar G, Hopkins V, Bayer A, Jones RW, Bullock R, 
Love S, Neal JW, Zotova E, Nicoll JA. Long-term effects of Abeta42 immunisation in 
Alzheimer's disease: follow-up of a randomised, placebo-controlled phase I trial. Lancet 2008; 
372(9634): 216-223. 
 
Hooshmand B, Solomon A, Kåreholt I, Leiviskä J, Rusanen M, Ahtiluoto S, Winblad B, 
Laatikainen T, Soininen H, Kivipelto M. Homocysteine and holotranscobalamin and the risk of 
Alzheimer disease: a longitudinal study. Neurology 2010; 75(16): 1408-1414. 
 
Hooshmand B, Solomon A, Kåreholt I, Rusanen M, Hänninen T, Leiviskä J, Winblad B, 
Laatikainen T, Soininen H, Kivipelto M. Associations between serum homocysteine, 
holotranscobalamin, folate and cognition in the elderly: a longitudinal study. J Intern Med 2012; 
271(2): 204-212. 
 
Horn JL, Cattell RB. Age differences in fluid and crystallized intelligence. Acta Psychol (Amst) 
1967; 26(2): 107-129. 
 
Howes MJ, Perry E. The role of phytochemicals in the treatment and prevention of dementia. 
Drugs Aging 2011; 28(6): 439-468. 
 
Hu G, Jousilahti P, Nissinen A, Bidel S, Antikainen R, Tuomilehto J. Coffee consumption and 
the incidence of antihypertensive drug treatment in Finnish men and women. Am J Clin Nutr 
2007; 86(2): 457-464. 
 
Hu P, Bretsky P, Crimmins EM, Guralnik JM, Reuben DB, Seeman TE. Association between 
serum beta-carotene levels and decline of cognitive function in high-functioning older persons 
with or without apolipoprotein E 4 alleles: MacArthur studies of successful aging. J Gerontol A 
Biol Sci Med Sci 2006; 61(6): 616-620. 
 
Huang TL, Zandi PP, Tucker KL, Fitzpatrick AL, Kuller LH, Fried LP, Burke GL, Carlson MC. 
Benefits of fatty fish on dementia risk are stronger for those without APOE epsilon4. Neurology 
2005; 65(9): 1409-1414. 
 
Hughes TF, Andel R, Small BJ, Borenstein AR, Mortimer JA, Wolk A, Johansson B, Fratiglioni L, 
Pedersen NL, Gatz M. Midlife fruit and vegetable consumption and risk of dementia in later life 
in Swedish twins. Am J Geriatr Psychiatry 2010; 18(5): 413-420. 
 
Hyvönen L, Lampi A-M, Varo P, Koivistoinen P. Fatty acid analysis, TAG equivalents as net fat 
value, and nutritional attributes of commercial fats and oils. JFCA 1993; 6(1): 24–40. 
 
Håkansson K, Rovio S, Helkala EL, Vilska AR, Winblad B, Soininen H, Nissinen A, Mohammed 
AH, Kivipelto M. Association between mid-life marital status and cognitive function in later 
life: population based cohort study. BMJ 2009; 339: b2462. 
 
Hänninen T, Hallikainen M, Tuomainen S, Vanhanen M, Soininen H. Prevalence of mild 
cognitive impairment: a population-based study in elderly subjects. Acta Neurol Scand 2002; 
106(3): 148-154. 
 
Jack CR Jr, Albert MS, Knopman DS, McKhann GM, Sperling RA, Carrillo MC, Thies B, Phelps 
CH. Introduction to the recommendations from the National Institute on Aging-Alzheimer's 
Association workgroups on diagnostic guidelines for Alzheimer's disease. Alzheimers Dement 




James MJ, Gibson RA, Cleland LG. Dietary polyunsaturated fatty acids and inflammatory 
mediator production. Am J Clin Nutr 2000; 71(1 Suppl): 343S-348S. 
 
Jellinger KA, Attems J. Neuropathological evaluation of mixed dementia. J Neurol Sci 2007; 
257(1-2): 80-87. 
 
Jellinger KA. The pathology of "vascular dementia": a critical update. J Alzheimers Dis 2008; 
14(1): 107-123. 
 
Jellinger KA. Criteria for the neuropathological diagnosis of dementing disorders: routes out of 
the swamp? Acta Neuropathol 2009; 117(2): 101-110. 
 
Jia X, McNeill G, Avenell A. Does taking vitamin, mineral and fatty acid supplements prevent 
cognitive decline? A systematic review of randomized controlled trials. J Hum Nutr Diet 2008; 
21(4): 317-336. 
 
Jiang X, Zhang D, Jiang W. Coffee and caffeine intake and incidence of type 2 diabetes mellitus: 
a meta-analysis of prospective studies. Eur J Nutr 2014; 53(1): 25-38. 
 
Jicha GA, Markesbery WR. Omega-3 fatty acids: potential role in the management of early 
Alzheimer's disease. Clin Interv Aging 2010; 5: 45-61. 
 
Johnson EJ, McDonald K, Caldarella SM, Chung HY, Troen AM, Snodderly DM. Cognitive 
findings of an exploratory trial of docosahexaenoic acid and lutein supplementation in older 
women. Nutr Neurosci 2008; 11(2): 75-83. 
 
Jäger AK, Saaby L. Flavonoids and the CNS. Molecules 2011; 16(2): 1471-1485. 
 
Kahvi.net, kaikki kahvista – versatile information about coffee. Paahtimoyhdistys, Finnish Food 
and Drink Industries’s Federation (ETL), Helsinki. Available at: http://www.kahvi.net/ 
index.php?k=110913. 
 
Kalaria R. Similarities between Alzheimer's disease and vascular dementia. J Neurol Sci 2002; 
203-204: 29-34. 
 
Kalmijn S, Feskens EJ, Launer LJ, Kromhout D. Polyunsaturated fatty acids, antioxidants, and 
cognitive function in very old men. Am J Epidemiol 1997a; 145(1): 33-41. 
 
Kalmijn S, Launer LJ, Ott A, Witteman JC, Hofman A, Breteler MM. Dietary fat intake and the 
risk of incident dementia in the Rotterdam Study. Ann Neurol 1997b; 42(5): 776-782. 
 
Kalmijn S, Foley D, White L, Burchfiel CM, Curb JD, Petrovitch H, Ross GW, Havlik RJ, Launer 
LJ. Metabolic cardiovascular syndrome and risk of dementia in Japanese-American elderly men. 
The Honolulu-Asia aging study. Arterioscler Thromb Vasc Biol 2000; 20(10): 2255-2260. 
 
Kang JH, Ascherio A, Grodstein F. Fruit and vegetable consumption and cognitive decline in 
aging women. Ann Neurol 2005; 57(5): 713-720. 
 
Kang JH, Grodstein F. Plasma carotenoids and tocopherols and cognitive function: a 





Kanoski SE, Davidson TL. Western diet consumption and cognitive impairment: links to 
hippocampal dysfunction and obesity. Physiol Behav 2011; 103(1): 59-68. 
 
Kaul M, Zheng J, Okamoto S, Gendelman HE, Lipton SA. HIV-1 infection and AIDS: 
consequences for the central nervous system. Cell Death Differ 2005; 12(Suppl 1): 878-892. 
 
Kesse-Guyot E, Péneau S, Ferry M, Jeandel C, Hercberg S, Galan P; SU.VI.MAX 2 Research 
Group. Thirteen-year prospective study between fish consumption, long-chain n-3 fatty acids 
intakes and cognitive function. J Nutr Health Aging 2011; 15(2): 115-120. 
 
Kiefte-de Jong JC, Chowdhury R, Franco OH. Fish intake or omega-3 fatty acids: greater than 
the sum of all parts? Eur J Epidemiol 2012; 27(12): 891-894. 
 
Kim DH, Grodstein F, Rosner B, Kang JH, Cook NR, Manson JE, Buring JE, Willett WC, 
Okereke OI. Seafood Types and Age-Related Cognitive Decline in the Women's Health Study. J 
Gerontol A Biol Sci Med Sci 2013; 68(10): 1255-1262. 
 
Kirk SF, Cade JE, Barrett JH, Conner M. Diet and lifestyle characteristics associated with dietary 
supplement use in women. Public Health Nutr 1999; 2(1): 69-73. 
 
Kivipelto M, Helkala EL, Laakso MP, Hänninen T, Hallikainen M, Alhainen K, Soininen H, 
Tuomilehto J, Nissinen A. Midlife vascular risk factors and Alzheimer's disease in later life: 
longitudinal, population based study. BMJ 2001a; 322(7300): 1447-1451. 
 
Kivipelto M, Helkala EL, Hänninen T, Laakso MP, Hallikainen M, Alhainen K, Soininen H, 
Tuomilehto J, Nissinen A. Midlife vascular risk factors and late-life mild cognitive impairment: 
A population-based study. Neurology 2001b; 56(12): 1683-1689. 
 
Kivipelto M, Helkala EL, Laakso MP, Hänninen T, Hallikainen M, Alhainen K, Iivonen S, 
Mannermaa A, Tuomilehto J, Nissinen A, Soininen H. Apolipoprotein E epsilon4 allele, 
elevated midlife total cholesterol level, and high midlife systolic blood pressure are 
independent risk factors for late-life Alzheimer disease. Ann Intern Med 2002; 137(3): 149-155. 
 
Kivipelto M, Ngandu T, Fratiglioni L, Viitanen M, Kåreholt I, Winblad B, Helkala EL, 
Tuomilehto J, Soininen H, Nissinen A. Obesity and vascular risk factors at midlife and the risk 
of dementia and Alzheimer disease. Arch Neurol 2005; 62(10): 1556-1560. 
 
Kivipelto M, Ngandu T, Laatikainen T, Winblad B, Soininen H, Tuomilehto J. Risk score for the 
prediction of dementia risk in 20 years among middle aged people: a longitudinal, population-
based study. Lancet Neurol 2006; 5(9): 735-741. 
 
Kivipelto M, Rovio S, Ngandu T, Kåreholt I, Eskelinen M, Winblad B, Hachinski V, Cedazo-
Minguez A, Soininen H, Tuomilehto J, Nissinen A. Apolipoprotein E epsilon4 magnifies 
lifestyle risks for dementia: a population-based study. J Cell Mol Med 2008; 12(6B): 2762-2771. 
 
Kivipelto M, Annerbo S, Hultdin J, Bäckman L, Viitanen M, Fratiglioni L, Lökk J. Homocysteine 
and holo-transcobalamin and the risk of dementia and Alzheimers disease: a prospective study. 
Eur J Neurol 2009; 16(7): 808-813. 
 
Kivipelto M, Solomon A, Jelic V, Aarsland D, Johansson G, Andreasen N, Winblad B. New 
criteria for Alzheimer disease. Use of biological markers for earlier and more precise diagnosis. 




Kivipelto M, Solomon A, Ahtiluoto S, Ngandu T, Lehtisalo J, Antikainen R, Bäckman L, 
Hänninen T, Jula A, Laatikainen T, Lindström J, Mangialasche F, Nissinen A, Paajanen T, Pajala 
S, Peltonen M, Rauramaa R, Stigsdotter-Neely A, Strandberg T, Tuomilehto J, Soininen H. The 
Finnish Geriatric Intervention Study to Prevent Cognitive Impairment and Disability (FINGER): 
Study design and progress. Alzheimers Dement 2013; 9(6): 657-665. 
 
Knoops KT, de Groot LC, Kromhout D, Perrin AE, Moreiras-Varela O, Menotti A, van Staveren 
WA. Mediterranean diet, lifestyle factors, and 10-year mortality in elderly European men and 
women: the HALE project. JAMA 2004; 292(12): 1433-1439. 
 
Kosunen O, Soininen H, Paljärvi L, Heinonen O, Talasniemi S, Riekkinen PJ Sr. Diagnostic 
accuracy of Alzheimer's disease: a neuropathological study. Acta Neuropathol 1996; 91(2): 185-
193. 
 
Kris-Etherton PM, Harris WS, Appel LJ; American Heart Association. Nutrition Committee. 
Fish consumption, fish oil, omega-3 fatty acids, and cardiovascular disease. Circulation 2002; 
106(21): 2747-2757. 
 
Kroes R, Müller D, Lambe J, Löwik MR, van Klaveren J, Kleiner J, Massey R, Mayer S, Urieta I, 
Verger P, Visconti A. Assessment of intake from the diet. Food Chem Toxicol 2002; 40(2-3): 327-
385. 
 
Krstic D, Knuesel I. Deciphering the mechanism underlying late-onset Alzheimer disease. Nat 
Rev Neurol 2013; 9(1): 25-34. 
 
Kröger E, Verreault R, Carmichael PH, Lindsay J, Julien P, Dewailly E, Ayotte P, Laurin D. 
Omega-3 fatty acids and risk of dementia: the Canadian Study of Health and Aging. Am J Clin 
Nutr 2009; 90(1): 184-192. 
 
Kukull WA, Higdon R, Bowen JD, McCormick WC, Teri L, Schellenberg GD, van Belle G, Jolley 
L, Larson EB. Dementia and Alzheimer disease incidence: a prospective cohort study. Arch 
Neurol 2002; 59(11): 1737-1746. 
 
Kyle DJ, Schaefer E, Patton G, Beiser A. Low serum docosahexaenoic acid is a significant risk 
factor for Alzheimer's dementia. Lipids 1999; 34 (Suppl 1): S245. 
 
Kyle JA, Morrice PC, McNeill G, Duthie GG. Effects of infusion time and addition of milk on 
content and absorption of polyphenols from black tea. J Agric Food Chem 2007; 55(12): 4889-
4894. 
 
Laitala VS, Kaprio J, Koskenvuo M, Raiha I, Rinne JO, Silventoinen K. Coffee drinking in 
middle age is not associated with cognitive performance in old age. Am J Clin Nutr 2009; 90(3): 
640-646. 
 
Launer LJ, Wind AW, Deeg DJ. Nonresponse pattern and bias in a community-based cross-









Launer LJ, Andersen K, Dewey ME, Letenneur L, Ott A, Amaducci LA, Brayne C, Copeland JR, 
Dartigues JF, Kragh-Sorensen P, Lobo A, Martinez-Lage JM, Stijnen T, Hofman A. EURODEM 
Incidence Research Group and Work Groups. European Studies of Dementia. Rates and risk 
factors for dementia and Alzheimer's disease: results from EURODEM pooled analyses. 
Neurology 1999; 52(1): 78-84. 
 
Launer LJ, Ross GW, Petrovitch H, Masaki K, Foley D, White LR, Havlik RJ. Midlife blood 
pressure and dementia: the Honolulu-Asia aging study. Neurobiol Aging 2000; 21(1): 49-55. 
 
Laurin D, Foley DJ, Masaki KH, White LR, Launer LJ. Vitamin E and C supplements and risk of 
dementia. JAMA 2002; 288(18): 2266-2268. 
 
Laurin D, Verreault R, Lindsay J, Dewailly E, Holub BJ. Omega-3 fatty acids and risk of 
cognitive impairment and dementia. J Alzheimers Dis 2003; 5(4): 315-322. 
 
Laurin D, Masaki KH, Foley DJ, White LR, Launer LJ. Midlife dietary intake of antioxidants and 
risk of late-life incident dementia: The Honolulu-Asia Aging Study. Am J Epidemiol 2004; 
159(10): 959-967. 
 
Lee LK, Shahar S, Chin AV, Yusoff NA. Docosahexaenoic acid-concentrated fish oil 
supplementation in subjects with mild cognitive impairment (MCI): a 12-month randomised, 
double-blind, placebo-controlled trial. Psychopharmacology (Berl) 2013; 225(3): 605-612. 
 
Lehtimäki T, Moilanen T, Viikari J, Akerblom HK, Ehnholm C, Rönnemaa T, Marniemi J, 
Dahlen G, Nikkari T. Apolipoprotein E phenotypes in Finnish youths: a cross-sectional and 6-
year follow-up study. J Lipid Res 1990; 31(3): 487-495. 
 
Leonard BE. Inflammation, depression and dementia: are they connected? Neurochem Res 2007; 
32(10): 1749-1756. 
 
Levitan EB, Lewis CE, Tinker LF, Eaton CB, Ahmed A, Manson JE, Snetselaar LG, Martin LW, 
Trevisan M, Howard BV, Shikany JM. Mediterranean and DASH Diet Scores and Mortality in 
Women with Heart Failure: The Women's Health Initiative. Circ Heart Fail 2013; 6(6): 1116-1123. 
 
Lindsay J, Laurin D, Verreault R, Hébert R, Helliwell B, Hill GB, McDowell I. Risk factors for 
Alzheimer’s disease: A prospective analysis from the Canadian study of health and aging. Am J 
Epidemiol 2002; 156(5): 445-453. 
 
Lobo A, Launer LJ, Fratiglioni L, Andersen K, Di Carlo A, Breteler MM, Copeland JR, Dartigues 
JF, Jagger C, Martinez-Lage J, Soininen H, Hofman A. Prevalence of dementia and major 
subtypes in Europe: A collaborative study of population-based cohorts. Neurologic Diseases in 
the Elderly Research Group. Neurology 2000; 54(11 Suppl 5): S4-S9. 
 
Long JD, Littlefield LA, Estep G, Martin H, Rogers TJ, Boswell C, Shriver BJ, Roman-Shriver CR. 
Evidence review of technology and dietary assessment. Worldviews Evid Based Nurs 2010; 7(4): 
191-204. 
 
Lourida I, Soni M, Thompson-Coon J, Purandare N, Lang IA, Ukoumunne OC, Llewellyn DJ. 






Luchsinger JA, Tang MX, Shea S, Mayeux R. Caloric intake and the risk of Alzheimer disease. 
Arch Neurol 2002; 59(8): 1258-1263. 
 
Luchsinger JA, Tang MX, Shea S, Mayeux R. Antioxidant vitamin intake and risk of Alzheimer 
disease. Arch Neurol 2003; 60(2): 203-208. 
 
Luchsinger JA, Tang MX, Miller J, Green R, Mayeux R. Relation of higher folate intake to lower 
risk of Alzheimer disease in the elderly. Arch Neurol 2007; 64(1): 86-92. 
 
Luchsinger JA. Type 2 diabetes, related conditions, in relation and dementia: an opportunity for 
prevention? J Alzheimers Dis 2010; 20(3): 723-736. 
 
Luchtman DW, Song C. Cognitive enhancement by omega-3 fatty acids from child-hood to old 
age: findings from animal and clinical studies. Neuropharmacology 2013; 64: 550-565. 
 
Mahan LK, Escott-Stump S (eds). Krause’s Food and Nutrition Therapy. 12th edition. 
Philadelphia: Saunders Elsevier, 2008. 
 
Mahley RW, Rall SC Jr. Apolipoprotein E: far more than a lipid transport protein. Annu Rev 
Genomics Hum Genet 2000; 1: 507-537. 
 
Maioli F, Coveri M, Pagni P, Chiandetti C, Marchetti C, Ciarrocchi R, Ruggero C, Nativio V, 
Onesti A, D'Anastasio C, Pedone V. Conversion of mild cognitive impairment to dementia in 
elderly subjects: a preliminary study in a memory and cognitive disorder unit. Arch Gerontol 
Geriatr 2007; 44(Suppl 1): 233-241. 
 
Malouf R, Grimley Evans J. Folic acid with or without vitamin B12 for the prevention and 
treatment of healthy elderly and demented people. Cochrane Database Syst Rev 2008; (4): 
CD004514. 
 
Mangialasche F, Kivipelto M, Mecocci P, Rizzuto D, Palmer K, Winblad B, Fratiglioni L. High 
plasma levels of vitamin E forms and reduced Alzheimer's disease risk in advanced age. J 
Alzheimers Dis 2010; 20(4): 1029-1037. 
 
Mangialasche F, Solomon A, Kåreholt I, Hooshmand B, Cecchetti R, Fratiglioni L, Soininen H, 
Laatikainen T, Mecocci P, Kivipelto M. Serum levels of vitamin E forms and risk of cognitive 
impairment in a Finnish cohort of older adults. Exp Gerontol 2013; 48(12): 1428-1435. 
 
Mann DM, Esiri MM. The pattern of acquisition of plaques and tangles in the brains of patients 
under 50 years of age with Down's syndrome. J Neurol Sci 1989; 89(2-3): 169-179. 
 
Markesbery WR. Oxidative stress hypothesis in Alzheimer's disease. Free Radic Biol Med 1997; 
23(1): 134-147. 
 
Martin A, Youdim K, Szprengiel A, Shukitt-Hale B, Joseph J. Roles of vitamins E and C on 
neurodegenerative diseases and cognitive performance. Nutr Rev 2002; 60(10 Pt 1): 308-326. 
 
Martínez-Lapiscina EH, Clavero P, Toledo E, San Julián B, Sanchez-Tainta A, Corella D, 
Lamuela-Raventós RM, Martínez JA, Martínez-Gonzalez MÁ. Virgin olive oil supplementation 
and long-term cognition: the PREDIMED-NAVARRA randomized, trial. J Nutr Health Aging 





Masaki KH, Losonczy KG, Izmirlian G, Foley DJ, Ross GW, Petrovitch H, Havlik R, White LR. 
Association of vitamin E and C supplement use with cognitive function and dementia in elderly 
men. Neurology 2000; 54(6): 1265-1272. 
 
Massoud F, Léger GC. Pharmacological treatment of Alzheimer disease. Can J Psychiatry 2011; 
56(10): 579-588. 
 
Matthews FE, Arthur A, Barnes LE, Bond J, Jagger C, Robinson L, Brayne C; Medical Research 
Council Cognitive Function and Ageing Collaboration. A two-decade comparison of prevalence 
of dementia in individuals aged 65 years and older from three geographical areas of England: 
results of the Cognitive Function and Ageing Study I and II. Lancet 2013; 382(9902): 1405-1412. 
 
Maurer K, Volk S, Gerbaldo H. Auguste D and Alzheimer's disease. Lancet 1997; 349(9064): 
1546-1549. 
 
Maurer K. Historical background of Alzheimer's research done 100 years ago. J Neural Transm 
2006; 113(11): 1597-1601. 
 
Maxwell CJ, Hicks MS, Hogan DB, Basran J, Ebly EM. Supplemental use of antioxidant vitamins 
and subsequent risk of cognitive decline and dementia. Dement Geriatr Cogn Disord 2005; 
20(1): 45-51. 
 
Mayeux R, Stern Y. Epidemiology of Alzheimer disease. Cold Spring Harb Perspect Med 2012; 
2(8): pii: a006239. 
 
Mazereeuw G, Lanctôt KL, Chau SA, Swardfager W, Herrmann N. Effects of ω-3 fatty acids on 
cognitive performance: a meta-analysis. Neurobiol Aging 2012; 33(7): 1482.e17-29. 
 
McClure JB, Divine G, Alexander G, Tolsma D, Rolnick SJ, Stopponi M, Richards J, Johnson CC. 
A comparison of smokers' and nonsmokers' fruit and vegetable intake and relevant 
psychosocial factors. Behav Med 2009; 35(1): 14-22. 
 
McKeith IG, Galasko D, Kosaka K, Perry EK, Dickson DW, Hansen LA, Salmon DP, Lowe J, 
Mirra SS, Byrne EJ, Lennox G, Quinn NP, Edwardson JA, Ince PG, Bergeron C, Burns A, Miller 
BL, Lovestone S, Collerton D, Jansen EN, Ballard C, de Vos RA, Wilcock GK, Jellinger KA, Perry 
RH. Consensus guidelines for the clinical and pathologic diagnosis of dementia with Lewy 
bodies (DLB): report of the consortium on DLB international workshop. Neurology 1996; 47(5): 
1113-1124. 
 
McKeith IG, Dickson DW, Lowe J, Emre M, O'Brien JT, Feldman H, Cummings J, Duda JE, 
Lippa C, Perry EK, Aarsland D, Arai H, Ballard CG, Boeve B, Burn DJ, Costa D, Del Ser T, 
Dubois B, Galasko D, Gauthier S, Goetz CG, Gomez-Tortosa E, Halliday G, Hansen LA, Hardy 
J, Iwatsubo T, Kalaria RN, Kaufer D, Kenny RA, Korczyn A, Kosaka K, Lee VM, Lees A, Litvan 
I, Londos E, Lopez OL, Minoshima S, Mizuno Y, Molina JA, Mukaetova-Ladinska EB, Pasquier 
F, Perry RH, Schulz JB, Trojanowski JQ, Yamada M; Consortium on DLB. Diagnosis and 
management of dementia with Lewy bodies: third report of the DLB Consortium. Neurology 
2005; 65(12): 1863-1872. 
 
McKhann G, Drachman DA, Folstein M, Katzman R, Price D, Stadlan EM. Clinical diagnosis of 
Alzheimer's disease: report of the NINCDS-ADRDA Work Group under the auspices of 
Department of Health and Human Services Task Force on Alzheimer's Disease. Neurology 




McMurtray AM, Ringman J, Chao SZ, Licht E, Saul RE, Mendez MF. Family history of dementia 
in early-onset versus very late-onset Alzheimer's disease. Int J Geriatr Psychiatry 2006; 21(6): 
597-598. 
 
McNaughton SA, Bates CJ, Mishra GD. Diet quality is associated with all-cause mortality in 
adults aged 65 years and older. J Nutr 2012; 142(2): 320-325. 
 
Meraz-Ríos MA, Toral-Rios D, Franco-Bocanegra D, Villeda-Hernández J, Campos-Peña V. 
Inflammatory process in Alzheimer's Disease. Front Integr Neurosci 2013; 7: 59. 
 
Mesas AE, Leon-Muñoz LM, Rodriguez-Artalejo F, Lopez-Garcia E. The effect of coffee on 
blood pressure and cardiovascular disease in hypertensive individuals: a systematic review and 
meta-analysis. Am J Clin Nutr 2011; 94(4): 1113-1126. 
 
Meyer MR, Tschanz JT, Norton MC, Welsh-Bohmer KA, Steffens DC, Wyse BW, Breitner JC. 
APOE genotype predicts when--not whether--one is predisposed to develop Alzheimer disease. 
Nat Genet 1998; 19(4): 321-322. 
 
Meyer BJ, Mann NJ, Lewis JL, Milligan GC, Sinclair AJ, Howe PR. Dietary intakes and food 
sources of omega-6 and omega-3 polyunsaturated fatty acids. Lipids 2003; 38(4): 391-398. 
 
Mielke MM, Zandi PP, Sjögren M, Gustafson D, Ostling S, Steen B, Skoog I. High total 
cholesterol levels in late life associated with a reduced risk of dementia. Neurology 2005; 64(10): 
1689-1695. 
 
Misirli G, Benetou V, Lagiou P, Bamia C, Trichopoulos D, Trichopoulou A. Relation of the 
traditional Mediterranean diet to cerebrovascular disease in a Mediterranean population. Am J 
Epidemiol 2012; 176(12): 1185-1192. 
 
Mitchell AJ, Shiri-Feshki M. Rate of progression of mild cognitive impairment to dementia--
meta-analysis of 41 robust inception cohort studies. Acta Psychiatr Scand 2009; 119(4): 252-265. 
 
Mitrou PN, Kipnis V, Thiébaut AC, Reedy J, Subar AF, Wirfält E, Flood A, Mouw T, Hollenbeck 
AR, Leitzmann MF, Schatzkin A. Mediterranean dietary pattern and prediction of all-cause 
mortality in a US population: results from the NIH-AARP Diet and Health Study. Arch Intern 
Med 2007; 167(22): 2461-2468. 
 
Molteni R, Barnard RJ, Ying Z, Roberts CK, Gómez-Pinilla F. A high-fat, refined sugar diet 
reduces hippocampal brain-derived neurotrophic factor, neuronal plasticity, and learning. 
Neuroscience 2002; 112(4): 803-814. 
 
Morris MC, Beckett LA, Scherr PA, Hebert LE, Bennett DA, Field TS, Evans DA. Vitamin E and 
vitamin C supplement use and risk of incident Alzheimer disease. Alzheimer Dis Assoc Disord 
1998; 12(3): 121-126. 
 
Morris MC, Evans DA, Bienias JL, Tangney CC, Bennett DA, Aggarwal N, Wilson RS, Scherr 
PA. Dietary intake of antioxidant nutrients and the risk of incident Alzheimer disease in a 
biracial community study. JAMA 2002a; 287(24): 3230-3237. 
 
Morris MC, Evans DA, Bienias JL, Tangney CC, Wilson RS. Vitamin E and cognitive decline in 





Morris MC, Evans DA, Bienias JL, Tangney CC, Bennett DA, Aggarwal N, Schneider J, Wilson 
RS. Dietary fats and the risk of incident Alzheimer disease. Arch Neurol 2003a; 60(2): 194-200. 
 
Morris MC, Evans DA, Bienias JL, Tangney CC, Bennett DA, Wilson RS, Aggarwal N, Schneider 
J. Consumption of fish and n-3 fatty acids and risk of incident Alzheimer disease. Arch Neurol 
2003b; 60(7): 940-946. 
 
Morris MC, Evans DA, Bienias JL, Tangney CC, Wilson RS. Dietary fat intake and 6-year 
cognitive change in an older biracial community population. Neurology 2004; 62(9): 1573-1579. 
 
Morris MC, Evans DA, Tangney CC, Bienias JL, Wilson RS. Fish consumption and cognitive 
decline with age in a large community study. Arch Neurol. 2005a; 62(12): 1849-1853. 
 
Morris MC, Evans DA, Tangney CC, Bienias JL, Wilson RS, Aggarwal NT, Scherr PA. Relation 
of the tocopherol forms to incident Alzheimer disease and to cognitive change. Am J Clin Nutr 
2005b; 81(2): 508-514. 
 
Morris MC, Evans DA, Tangney CC, Bienias JL, Schneider JA, Wilson RS, Scherr PA. Dietary 
copper and high saturated and trans fat intakes associated with cognitive decline. Arch Neurol 
2006a; 63(8): 1085-1088. 
 
Morris MC, Evans DA, Tangney CC, Bienias JL, Wilson RS. Associations of vegetable and fruit 
consumption with age-related cognitive change. Neurology 2006b; 67(8): 1370-1376. 
 
Morris MS. Homocysteine and Alzheimer's disease. Lancet Neurol 2003; 2(7): 425-428. 
 
Mozaffarian D, Rimm EB. Fish intake, contaminants, and human health: evaluating the risks 
and the benefits. JAMA 2006; 296(15): 1885-1899. 
 
Nagata K, Saito H, Ueno T, Sato M, Nakase T, Maeda T, Satoh Y, Komatsu H, Suzuki M, 
Kondoh Y. Clinical diagnosis of vascular dementia. J Neurol Sci 2007; 257(1-2): 44-48. 
 
Naqvi AZ, Harty B, Mukamal KJ, Stoddard AM, Vitolins M, Dunn JE. Monounsaturated, trans 
and saturated fatty acids and cognitive decline in women. J Am Geriatr Soc 2011; 59(5): 837-843. 
 
National Nutrition Council. Finnish Nutrition Recommendations – Terveyttä ruoasta. Juvenes 
Oy, Helsinki 2014. 56 p. 
 
Neary D, Snowden JS, Gustafson L, Passant U, Stuss D, Black S, Freedman M, Kertesz A, Robert 
PH, Albert M, Boone K, Miller BL, Cummings J, Benson DF. Frontotemporal lobar degeneration: 
a consensus on clinical diagnostic criteria. Neurology 1998; 51(6): 1546-1554. 
 
Neary D, Snowden J, Mann D. Frontotemporal dementia. Lancet Neurol 2005; 4(11): 771-780. 
 
Nehlig A. Are we dependent upon coffee and caffeine? A review on human and animal data. 
Neurosci Biobehav Rev 1999; 23: 563-576. 
 
Nehlig A. Is caffeine a cognitive enhancer? J Alzheimers Dis 2010; 20(Suppl 1): S85-S94. 
 
Nelson PT, Braak H, Markesbery WR. Neuropathology and cognitive impairment in Alzheimer 





Neuropathology Group. Pathological correlates of late-onset dementia in a multicentre, 
community-based population in England and Wales. Neuropathology Group of the Medical 
Research Council Cognitive Function and Ageing Study (MRC CFAS). Lancet 2001; 357(9251): 
169-175. 
 
Ng TP, Feng L, Niti M, Kua EH, Yap KB. Tea consumption and cognitive impairment and 
decline in older Chinese adults. Am J Clin Nutr 2008; 88(1): 224-231. 
 
Ngandu T, von Strauss E, Helkala EL, Winblad B, Nissinen A, Tuomilehto J, Soininen H, 
Kivipelto M. Education and dementia: what lies behind the association? Neurology 2007; 69(14): 
1442-1450. 
 
Nilsson A, Radeborg K, Salo I, Björck I. Effects of supplementation with n-3 polyunsaturated 
fatty acids on cognitive performance and cardiometabolic risk markers in healthy 51 to 72 years 
old subjects: a randomized controlled cross-over study. Nutr J 2012; 11:99. 
 
Nooyens AC, Bueno-de-Mesquita HB, van Boxtel MP, van Gelder BM, Verhagen H, Verschuren 
WM. Fruit and vegetable intake and cognitive decline in middle-aged men and women: the 
Doetinchem Cohort Study. Br J Nutr 2011; 106(5): 752-761. 
 
Nordic Council of Ministers. Nordic Nutrition Recommendations 2012, Part 1: Summary, 
principles, and use. 5th edition, 2013. 
 
Notkola IL, Sulkava R, Pekkanen J, Erkinjuntti T, Ehnholm C, Kivinen P, Tuomilehto J, Nissinen 
A. Serum total cholesterol, apolipoprotein E epsilon 4 allele, and Alzheimer's disease. 
Neuroepidemiology 1998; 17(1): 14-20. 
 
Nurminen ML, Niittynen L, Korpela R, Vapaatalo H. Coffee, caffeine and blood pressure: a 
critical review. Eur J Clin Nutr 1999; 53(11): 831-839. 
 
Nussbaum RL, Ellis CE. Alzheimer's disease and Parkinson's disease. N Engl J Med 2003; 
348(14): 1356-1364. 
 
Nyberg L, Nilsson LG, Olofsson U, Bäckman L. Effects of division of attention during encoding 
and retrieval on age differences in episodic memory. Exp Aging Res 1997; 23(2): 137-143. 
 
Okereke OI, Rosner BA, Kim DH, Kang JH, Cook NR, Manson JE, Buring JE, Willett WC, 
Grodstein F. Dietary fat types and 4-year cognitive change in community-dwelling older 
women. Ann Neurol 2012; 72(1): 124-134. 
 
Oksman M, Iivonen H, Hogyes E, Amtul Z, Penke B, Leenders I, Broersen L, Lütjohann D, 
Hartmann T, Tanila H. Impact of different saturated fatty acid, polyunsaturated fatty acid and 
cholesterol containing diets on beta-amyloid accumulation in APP/PS1 transgenic mice. 
Neurobiol Dis 2006; 23(3): 563-572. 
 
Oslin D, Atkinson RM, Smith DM, Hendrie H. Alcohol related dementia: proposed clinical 
criteria. Int J Geriatr Psychiatry 1998; 13(4): 203-212. 
 
Ott A, Breteler MM, de Bruyne MC, van Harskamp F, Grobbee DE, Hofman A. Atrial 






Otten JJ, Pitzi Hellwig J, Meyers LD (ed.). Dietary Reference Intakes: The Essential Guide to 
Nutrient Requirements. Institute of Medicine of the National Academies. The National 
Academies Press, Washington D.C., 2006. Available at: http://www.nap.edu/catalog.php? 
record_id=11537. 
 
Ozawa M, Ninomiya T, Ohara T, Doi Y, Uchida K, Shirota T, Yonemoto K, Kitazono T, 
Kiyohara Y. Dietary patterns and risk of dementia in an elderly Japanese population: the 
Hisayama Study. Am J Clin Nutr 2013; 97(5): 1076-1082. 
 
Øverby NC, Serra-Majem L, Andersen LF. Dietary assessment methods on n-3 fatty acid intake: 
a systematic review. Br J Nutr 2009; 102(Suppl 1): S56-S63. 
 
Paillard-Borg S, Fratiglioni L, Xu W, Winblad B, Wang HX. An active lifestyle postpones 
dementia onset by more than one year in very old adults. J Alzheimers Dis 2012; 31(4): 835-842. 
 
Paleologos M, Cumming RG, Lazarus R. Cohort study of vitamin C intake and cognitive 
impairment. Am J Epidemiol 1998; 148(1): 45-50. 
 
Panza F, Capurso C, D'Introno A, Colacicco AM, Frisardi V, Lorusso M, Santamato A, Seripa D, 
Pilotto A, Scafato E, Vendemiale G, Capurso A, Solfrizzi V. Alcohol drinking, cognitive 
functions in older age, predementia, and dementia syndromes. J Alzheimers Dis 2009; 17(1): 7-
31. 
 
Parrott MD, Shatenstein B, Ferland G, Payette H, Morais JA, Belleville S, Kergoat MJ, Gaudreau 
P, Greenwood CE. Relationship between Diet Quality and Cognition Depends on 
Socioeconomic Position in Healthy Older Adults. J Nutr 2013; 143(11): 1767-1773. 
 
Paturi M, Tapanainen H, Reinivuo H, Pietinen P (toim). The National FINDIET 2007 Survey. 
Publications of the National Public Health Institute, Helsinki, B23/2008. 
 
Péneau S, Galan P, Jeandel C, Ferry M, Andreeva V, Hercberg S, Kesse-Guyot E; SU.VI.MAX 2 
Research Group. Fruit and vegetable intake and cognitive function in the SU.VI.MAX 2 
prospective study. Am J Clin Nutr 2011; 94(5): 1295-1303. 
 
Perrig WJ, Perrig P, Stähelin HB. The relation between antioxidants and memory performance 
in the old and very old. J Am Geriatr Soc 1997; 45(6): 718-724. 
 
Peters R, Peters J, Warner J, Beckett N, Bulpitt C. Alcohol, dementia and cognitive decline in the 
elderly: a systematic review. Age Ageing 2008; 37(5): 505-512. 
 
Petersen RC, Smith GE, Waring SC, Ivnik RJ, Tangalos EG, Kokmen E. Mild cognitive 
impairment: clinical characterization and outcome. Arch Neurol 1999; 56(3): 303-308. 
 
Pietinen P, Vartiainen E, Korhonen HJ, Kartovaara L, Uusitalo U, Tuomilehto J, Puska P. 
Nutrition as a component in community control of cardiovascular disease (the North Karelia 
Project). Am J Clin Nutr 1989; 49(5 Suppl): 1017-1024. 
 
Pimplikar SW. Reassessing the amyloid cascade hypothesis of Alzheimer's disease. Int J 





Podewils LJ, Guallar E, Kuller LH, Fried LP, Lopez OL, Carlson M, Lyketsos CG. Physical 
activity, APOE genotype, and dementia risk: findings from the Cardiovascular Health 
Cognition Study. Am J Epidemiol 2005; 161(7): 639-651. 
 
Polidori MC, Pientka L. A brief update on dementia prevention. Z Gerontol Geriatr 2012; 45(1): 
7-10. 
 
Psaltopoulou T, Kyrozis A, Stathopoulos P, Trichopoulos D, Vassilopoulos D, Trichopoulou A. 
Diet, physical activity and cognitive impairment among elders: the EPIC-Greece cohort 
(European Prospective Investigation into Cancer and Nutrition). Public Health Nutr 2008; 
11(10): 1054-1062. 
 
Puska P, Tuomilehto J, Salonen J, Neittaanmäki L, Maki J, Virtamo J, Nissinen A, Koskela K, 
Takalo T. Changes in coronary risk factors during comprehensive five-year community 
programme to control cardiovascular diseases (North Karelia project). Br Med J 1979; 2(6199): 
1173-1178. 
 
Puska P, Salonen JT, Nissinen A, Tuomilehto J, Vartiainen E, Korhonen H, Tanskanen A, 
Rönnqvist P, Koskela K, Huttunen J. Change in risk factors for coronary heart disease during 10 
years of a community intervention programme (North Karelia project). Br Med J (Clin Res Ed) 
1983; 287(6408): 1840-1844. 
 
Qiu WQ, Folstein MF. Insulin, insulin-degrading enzyme and amyloid-beta peptide in 
Alzheimer's disease: review and hypothesis. Neurobiol Aging 2006; 27(2): 190-198. 
 
Qiu C, De Ronchi D, Fratiglioni L. The epidemiology of the dementias: an update. Curr Opin 
Psychiatry 2007; 20(4): 380-385. 
 
Qiu C, Xu W, Fratiglioni L. Vascular and psychosocial factors in Alzheimer's disease: 
epidemiological evidence toward intervention. J Alzheimers Dis 2010; 20(3):689-697. 
 
Qiu C, von Strauss E, Bäckman L, Winblad B, Fratiglioni L. Twenty-year changes in dementia 
occurrence suggest decreasing incidence in central Stockholm, Sweden. Neurology 2013; 80(20): 
1888-1894. 
 
Quinn JF, Raman R, Thomas RG, Yurko-Mauro K, Nelson EB, Van Dyck C, Galvin JE, Emond J, 
Jack CR Jr, Weiner M, Shinto L, Aisen PS. Docosahexaenoic acid supplementation and cognitive 
decline in Alzheimer disease: a randomized trial. JAMA 2010; 304(17): 1903-1911. 
 
Raatz SK, Silverstein JT, Jahns L, Picklo MJ. Issues of fish consumption for cardiovascular 
disease risk reduction. Nutrients 2013; 5(4): 1081-1097. 
 
Raulio S, Ovaskainen M-L, Tapanainen H, Paturi M, Virtanen S, Helldán A (toim). Ruokavalio 
entistä rasvaisempi, kovan rasvan osuus kasvanut – Finravinto 2012 -tutkimuksen tuloksia. 
Tutkimuksesta tiiviisti 4/2013. The National Institute for Health and Welfare, Helsinki, 2013. 
Available at: http://urn.fi/URN:ISBN:978-952-302-000-9. 
 
Ravaglia G, Forti P, Maioli F, Martelli M, Servadei L, Brunetti N, Porcellini E, Licastro F. 
Homocysteine and folate as risk factors for dementia and Alzheimer disease. Am J Clin Nutr 





Ravaglia G, Forti P, Lucicesare A, Pisacane N, Rietti E, Mangialasche F, Cecchetti R, Patterson C, 
Mecocci P. Plasma tocopherols and risk of cognitive impairment in an elderly Italian cohort. Am 
J Clin Nutr 2008; 87(5): 1306-1313. 
 
Ray B, Chauhan NB, Lahiri DK. The "aged garlic extract:" (AGE) and one of its active 
ingredients S-allyl-L-cysteine (SAC) as potential preventive and therapeutic agents for 
Alzheimer's disease (AD). Curr Med Chem 2011; 18(22): 3306-3313. 
 
Reitz C, Tang MX, Schupf N, Manly JJ, Mayeux R, Luchsinger JA. Association of higher levels of 
high-density lipoprotein cholesterol in elderly individuals and lower risk of late-onset 
Alzheimer disease. Arch Neurol 2010; 67(12): 1491-1497. 
 
Relkin N, Marmarou A, Klinge P, Bergsneider M, Black PM. Diagnosing idiopathic normal-
pressure hydrocephalus. Neurosurgery 2005; 57(3 Suppl): S4-S16. 
 
Renouf M, Guy P, Marmet C, Longet K, Fraering AL, Moulin J, Barron D, Dionisi F, Cavin C, 
Steiling H, Williamson G. Plasma appearance and correlation between coffee and green tea 
metabolites in human subjects. Br J Nutr 2010a; 104(11): 1635-1640. 
 
Renouf M, Marmet C, Guy P, Fraering AL, Longet K, Moulin J, Enslen M, Barron D, Cavin C, 
Dionisi F, Rezzi S, Kochhar S, Steiling H, Williamson G. Nondairy creamer, but not milk, delays 
the appearance of coffee phenolic acid equivalents in human plasma. J Nutr 2010b; 140(2): 259-
263. 
 
Rhee SG. Cell signaling. H2O2, a necessary evil for cell signaling. Science 2006; 312(5782): 1882-
1883. 
 
Richard E, Van den Heuvel E, Moll van Charante EP, Achthoven L, Vermeulen M, Bindels PJ, 
Van Gool WA. Prevention of dementia by intensive vascular care (PreDIVA): a cluster-
randomized trial in progress. Alzheimer Dis Assoc Disord 2009; 23(3): 198-204. 
 
Richard E, Andrieu S, Solomon A, Mangialasche F, Ahtiluoto S, Moll van Charante EP, Coley N, 
Fratiglioni L, Neely AS, Vellas B, van Gool WA, Kivipelto M. Methodological challenges in 
designing dementia prevention trials - the European Dementia Prevention Initiative (EDPI). J 
Neurol Sci 2012; 322(1-2): 64-70. 
 
Richard T, Pawlus AD, Iglésias ML, Pedrot E, Waffo-Teguo P, Mérillon JM, Monti JP. 
Neuroprotective properties of resveratrol and derivatives. Ann N Y Acad Sci 2011; 1215: 103-
108. 
 
Ringman JM, Frautschy SA, Cole GM, Masterman DL, Cummings JL. A potential role of the 
curry spice curcumin in Alzheimer's disease. Curr Alzheimer Res 2005; 2(2): 131-136. 
 
Ritchie K, Touchon J. Mild cognitive impairment: conceptual basis and current nosological 
status. Lancet 2000; 355(9199): 225-228. 
 
Ritchie K, Carrière I, de Mendonça A, Portet F, Dartigues JF, Rouaud O, Barberger-Gateau P, 
Ancelin ML. The neuroprotective effects of caffeine: A prospective population study (the Three 
City Study). Neurology 2007; 69(6): 536-545. 
 
Ritvanen T, Putkonen T, Peltonen K. A comparative study of the fatty acid composition of dairy 




Robert PH, Verhey FR, Byrne EJ, Hurt C, De Deyn PP, Nobili F, Riello R, Rodriguez G, Frisoni 
GB, Tsolaki M, Kyriazopoulou N, Bullock R, Burns A, Vellas B. Grouping for behavioral and 
psychological symptoms in dementia: clinical and biological aspects. Consensus paper of the 
European Alzheimer disease consortium. Eur Psychiatry 2005; 20(7): 490-496. 
 
Roberts CK, Barnard RJ, Sindhu RK, Jurczak M, Ehdaie A, Vaziri ND. A high-fat, refined-
carbohydrate diet induces endothelial dysfunction and oxidant/antioxidant imbalance and 
depresses NOS protein expression. J Appl Physiol 2005; 98(1): 203-210. 
 
Roberts RO, Cerhan JR, Geda YE, Knopman DS, Cha RH, Christianson TJ, Pankratz VS, Ivnik 
RJ, O'Connor HM, Petersen RC. Polyunsaturated fatty acids and reduced odds of MCI: the 
Mayo Clinic Study of Aging. J Alzheimers Dis 2010a; 21(3): 853-865. 
 
Roberts RO, Geda YE, Cerhan JR, Knopman DS, Cha RH, Christianson TJ, Pankratz VS, Ivnik 
RJ, Boeve BF, O'Connor HM, Petersen RC. Vegetables, unsaturated fats, moderate alcohol 
intake, and mild cognitive impairment. Dement Geriatr Cogn Disord 2010b; 29(5): 413-423. 
 
Roher AE, Tyas SL, Maarouf CL, Daugs ID, Kokjohn TA, Emmerling MR, Garami Z, Belohlavek 
M, Sabbagh MN, Sue LI, Beach TG. Intracranial atherosclerosis as a contributing factor to 
Alzheimer's disease dementia. Alzheimers Dement 2011; 7(4): 436-444. 
 
Román GC, Tatemichi TK, Erkinjuntti T, Cummings JL, Masdeu JC, Garcia JH, Amaducci L, 
Orgogozo JM, Brun A, Hofman A, et al. Vascular dementia: diagnostic criteria for research 
studies. Report of the NINDS-AIREN International Workshop. Neurology 1993; 43(2): 250-260. 
 
Román GC. Vascular dementia: distinguishing characteristics, treatment, and prevention. J Am 
Geriatr Soc 2003; 51(5 Suppl Dementia): S296-304. 
 
Rondanelli M, Opizzi A, Faliva M, Mozzoni M, Antoniello N, Cazzola R, Savarè R, Cerutti R, 
Grossi E, Cestaro B. Effects of a diet integration with an oily emulsion of DHA-phospholipids 
containing melatonin and tryptophan in elderly patients suffering from mild cognitive 
impairment. Nutr Neurosci 2012; 15(2): 46-54. 
 
Rossi L, Mazzitelli S, Arciello M, Capo CR, Rotilio G. Benefits from dietary polyphenols for 
brain aging and Alzheimer's disease. Neurochem Res 2008; 33(12): 2390-2400. 
 
Rovio S, Kåreholt I, Helkala EL, Viitanen M, Winblad B, Tuomilehto J, Soininen H, Nissinen A, 
Kivipelto M. Leisure-time physical activity at midlife and the risk of dementia and Alzheimer's 
disease. Lancet Neurol 2005; 4(11): 705-711. 
 
Ruitenberg A, Skoog I, Ott A, Aevarsson O, Witteman JC, Lernfelt B, van Harskamp F, Hofman 
A, Breteler MM. Blood pressure and risk of dementia: results from the Rotterdam study and the 
Gothenburg H-70 Study. Dement Geriatr Cogn Disord 2001; 12(1): 33-39. 
 
Rusanen M, Rovio S, Ngandu T, Nissinen A, Tuomilehto J, Soininen H, Kivipelto M. Midlife 
smoking, apolipoprotein E and risk of dementia and Alzheimer's disease: a population-based 
cardiovascular risk factors, aging and dementia study. Dement Geriatr Cogn Disord 2010; 30(3): 
277-284. 
 
Rusanen M, Kivipelto M, Quesenberry CP Jr, Zhou J, Whitmer RA. Heavy Smoking in Midlife 





Rusanen M. Smoking, pulmonary and heart diseases and the risk of cognitive impairment and 
dementia: an epidemiological approach. Publications of the University of Eastern Finland, 
Dissertations in Health Sciences, Number 152, Kopijyvä Oy, Joensuu, 2013. 
 
Rönnemaa E, Zethelius B, Vessby B, Lannfelt L, Byberg L, Kilander L. Serum fatty-acid 
composition and the risk of Alzheimer's disease: a longitudinal population-based study. Eur J 
Clin Nutr 2012; 66(8): 885-890. 
 
Sabia S, Nabi H, Kivimaki M, Shipley MJ, Marmot MG, Singh-Manoux A. Health behaviors 
from early to late midlife as predictors of cognitive function: The Whitehall II study. Am J 
Epidemiol 2009; 170(4): 428-437. 
 
Samieri C, Féart C, Letenneur L, Dartigues JF, Pérès K, Auriacombe S, Peuchant E, Delcourt C, 
Barberger-Gateau P. Low plasma eicosapentaenoic acid and depressive symptomatology are 
independent predictors of dementia risk. Am J Clin Nutr 2008; 88(3): 714-721. 
 
Samieri C, Maillard P, Crivello F, Proust-Lima C, Peuchant E, Helmer C, Amieva H, Allard M, 
Dartigues JF, Cunnane SC, Mazoyer BM, Barberger-Gateau P. Plasma long-chain omega-3 fatty 
acids and atrophy of the medial temporal lobe. Neurology 2012; 79(7): 642-650. 
 
Samieri C, Okereke OI, E Devore E, Grodstein F. Long-term adherence to the Mediterranean 
diet is associated with overall cognitive status, but not cognitive decline, in women. J Nutr 
2013a; 143(4): 493-499. 
 
Samieri C, Grodstein F, Rosner BA, Kang JH, Cook NR, Manson JE, Buring JE, Willett WC, 
Okereke OI. Mediterranean diet and cognitive function in older age. Epidemiology 2013b; 24(4): 
490-499. 
 
Sánchez-Taínta A, Estruch R, Bulló M, Corella D, Gómez-Gracia E, Fiol M, Algorta J, Covas MI, 
Lapetra J, Zazpe I, Ruiz-Gutiérrez V, Ros E, Martínez-González MA; PREDIMED group. 
Adherence to a Mediterranean-type diet and reduced prevalence of clustered cardiovascular 
risk factors in a cohort of 3,204 high-risk patients. Eur J Cardiovasc Prev Rehabil 2008; 15(5): 
589-593. 
 
Santos C, Lunet N, Azevedo A, de Mendonça A, Ritchie K, Barros H. Caffeine intake is 
associated with a lower risk of cognitive decline: a cohort study from Portugal. J Alzheimers Dis 
2010; 20 Suppl 1: S175-S185. 
 
Sato K, Saito H, Katsuki H. Synergism of tocopherol and ascorbate on the survival of cultured 
brain neurones. Neuroreport 1993; 4(10): 1179-1182. 
 
Savva GM, Wharton SB, Ince PG, Forster G, Matthews FE, Brayne C; Medical Research Council 
Cognitive Function and Ageing Study. Age, neuropathology, and dementia. N Engl J Med 2009; 
360(22): 2302-2309. 
 
Sayre LM, Perry G, Smith MA. Oxidative stress and neurotoxicity. Chem Res Toxicol 2008; 
21(1): 172-188. 
 






Scarmeas N, Stern Y, Tang MX, Mayeux R, Luchsinger JA. Mediterranean diet and risk for 
Alzheimer's disease. Ann Neurol 2006; 59(6): 912-921. 
 
Scarmeas N, Luchsinger JA, Mayeux R, Stern Y. Mediterranean diet and Alzheimer disease 
mortality. Neurology 2007; 69(11): 1084-1093. 
 
Scarmeas N, Stern Y, Mayeux R, Manly JJ, Schupf N, Luchsinger JA. Mediterranean diet and 
mild cognitive impairment. Arch Neurol 2009a; 66(2): 216-225. 
 
Scarmeas N, Luchsinger JA, Schupf N, Brickman AM, Cosentino S, Tang MX, Stern Y. Physical 
activity, diet, and risk of Alzheimer disease. JAMA 2009b; 302(6): 627-637. 
 
Scarmeas N, Luchsinger JA, Stern Y, Gu Y, He J, DeCarli C, Brown T, Brickman AM. 
Mediterranean diet and magnetic resonance imaging-assessed cerebrovascular disease. Ann 
Neurol 2011; 69(2): 257-268. 
 
Schaefer EJ, Bongard V, Beiser AS, Lamon-Fava S, Robins SJ, Au R, Tucker KL, Kyle DJ, Wilson 
PW, Wolf PA. Plasma phosphatidylcholine docosahexaenoic acid content and risk of dementia 
and Alzheimer disease: the Framingham Heart Study. Arch Neurol 2006; 63(11): 1545-1550. 
 
Schellenberg GD, Montine TJ. The genetics and neuropathology of Alzheimer's disease. Acta 
Neuropathol 2012; 124(3): 305-323. 
 
Scheltens P, Kamphuis PJ, Verhey FR, Olde Rikkert MG, Wurtman RJ, Wilkinson D, Twisk JW, 
Kurz A. Efficacy of a medical food in mild Alzheimer's disease: A randomized, controlled trial. 
Alzheimers Dement 2010; 6(1): 1-10. 
 
Scheltens P, Twisk JW, Blesa R, Scarpini E, von Arnim CA, Bongers A, Harrison J, Swinkels SH, 
Stam CJ, de Waal H, Wurtman RJ, Wieggers RL, Vellas B, Kamphuis PJ. Efficacy of Souvenaid 
in mild Alzheimer's disease: results from a randomized, controlled trial. J Alzheimers Dis 2012; 
31(1): 225-236. 
 
Schiele F, De Bacquer D, Vincent-Viry M, Beisiegel U, Ehnholm C, Evans A, Kafatos A, Martins 
MC, Sans S, Sass C, Visvikis S, De Backer G, Siest G. Apolipoprotein E serum concentration and 
polymorphism in six European countries: the ApoEurope Project. Atherosclerosis 2000; 152(2): 
475-488. 
 
Schmidt R, Grazer A, Enzinger C, Ropele S, Homayoon N, Pluta-Fuerst A, Schwingenschuh P, 
Katschnig P, Cavalieri M, Schmidt H, Langkammer C, Ebner F, Fazekas F. MRI-detected white 
matter lesions: do they really matter? J Neural Transm 2011; 118(5): 673-681. 
 
Schrag M, Mueller C, Zabel M, Crofton A, Kirsch WM, Ghribi O, Squitti R, Perry G. Oxidative 
stress in blood in Alzheimer's disease and mild cognitive impairment: a meta-analysis. 
Neurobiol Dis 2013; 59: 100-110. 
 
Seshadri S, Beiser A, Selhub J, Jacques PF, Rosenberg IH, D'Agostino RB, Wilson PW, Wolf PA. 
Plasma homocysteine as a risk factor for dementia and Alzheimer's disease. N Engl J Med 2002; 
346(7): 476-483. 
 
Shils ME, Olson JA, Shike M, Ross AC (ed.). Modern Nutrition in Health and Disease. 





Shishodia S, Sethi G, Aggarwal BB. Curcumin: getting back to the roots. Ann N Y Acad Sci 2005; 
1056: 206-217. 
 
Sies H. Strategies of antioxidant defense. Eur J Biochem 1993; 215(2): 213-219. 
 
Sillanpää M, Andlin-Sobocki P, Lönnqvist J. Costs of brain disorders in Finland. Acta Neurol 
Scand 2008; 117: 167-172. 
 
Silverman JM, Ciresi G, Smith CJ, Marin DB, Schnaider-Beeri M. Variability of familial risk of 
Alzheimer disease across the late life span. Arch Gen Psychiatry 2005; 62(5): 565-573. 
 
Simsek H, Doganay S, Budak R, Ucku R. Relationship of socioeconomic status with health 
behaviors and self-perceived health in the elderly: A community-based study, Turkey. Geriatr 
Gerontol Int 2013; in press. 
 
Singh PP, Singh M, Mastana SS. APOE distribution in world populations with new data from 
India and the UK. Ann Hum Biol 2006; 33(3): 279-308. 
 
Sinn N, Milte CM, Street SJ, Buckley JD, Coates AM, Petkov J, Howe PR. Effects of n-3 fatty 
acids, EPA v. DHA, on depressive symptoms, quality of life, memory and executive function in 
older adults with mild cognitive impairment: a 6-month randomised controlled trial. Br J Nutr 
2012: 107(11): 1682-1693. 
 
Sjögren P, Becker W, Warensjö E, Olsson E, Byberg L, Gustafsson IB, Karlström B, Cederholm T. 
Mediterranean and carbohydrate-restricted diets and mortality among elderly men: a cohort 
study in Sweden. Am J Clin Nutr 2010; 92(4):967-974. 
 
Smith PJ, Blumenthal JA, Babyak MA, Craighead L, Welsh-Bohmer KA, Browndyke JN, 
Strauman TA, Sherwood A. Effects of the dietary approaches to stop hypertension diet, 
exercise, and caloric restriction on neurocognition in overweight adults with high blood 
pressure. Hypertension 2010; 55(6): 1331-1338. 
 
Snowdon DA, Greiner LH, Mortimer JA, Riley KP, Greiner PA, Markesbery WR. Brain 
infarction and the clinical expression of Alzheimer disease. The Nun Study. JAMA 1997; 
277(10): 813-817. 
 
Sofi F, Abbate R, Gensini GF, Casini A. Accruing evidence on benefits of adherence to the 
Mediterranean diet on health: an updated systematic review and meta-analysis. Am J Clin Nutr 
2010; 92(5): 1189-1196. 
 
Solfrizzi V, Colacicco AM, D'Introno A, Capurso C, Torres F, Rizzo C, Capurso A, Panza F. 
Dietary intake of unsaturated fatty acids and age-related cognitive decline: a 8.5-year follow-up 
of the Italian Longitudinal Study on Aging. Neurobiol Aging 2006a; 27(11): 1694-1704. 
 
Solfrizzi V, Colacicco AM, D'Introno A, Capurso C, Del Parigi A, Capurso SA, Argentieri G, 
Capurso A, Panza F. Dietary fatty acids intakes and rate of mild cognitive impairment. The 
Italian Longitudinal Study on Aging. Exp Gerontol. 2006b; 41(6): 619-627. 
 
Solfrizzi V, Panza F, Frisardi V, Seripa D, Logroscino G, Imbimbo BP, Pilotto A. Diet and 
Alzheimer's disease risk factors or prevention: the current evidence. Expert Rev Neurother 





Solfrizzi V, Scafato E, Capurso C, D'Introno A, Colacicco AM, Frisardi V, Vendemiale G, 
Baldereschi M, Crepaldi G, Di Carlo A, Galluzzo L, Gandin C, Inzitari D, Maggi S, Capurso A, 
Panza F; for the Italian Longitudinal Study on Aging Working Group. Metabolic syndrome, 
mild cognitive impairment, and progression to dementia. The Italian Longitudinal Study on 
Aging. Neurobiol Aging 2011b; 32(11): 1932-1941. 
 
Solomon A, Kivipelto M, Wolozin B, Zhou J, Whitmer RA. Midlife serum cholesterol and 
increased risk of Alzheimer's and vascular dementia three decades later. Dement Geriatr Cogn 
Disord 2009; 28(1): 75-80. 
 
Solomon A, Ngandu T, Soininen H, Hallikainen MM, Kivipelto M, Laatikainen T. Validity of 
dementia and Alzheimer disease diagnoses in Finnish national registers. Alzheimers Dement 
2013; pii: S1552-5260(13)00108-8. 
 
Spaan PE, Raaijmakers JG, Jonker C. Alzheimer's disease versus normal ageing: a review of the 
efficiency of clinical and experimental memory measures. J Clin Exp Neuropsychol 2003; 25(2): 
216-233. 
 
Spulber G, Niskanen E, MacDonald S, Smilovici O, Chen K, Reiman EM, Jauhiainen AM, 
Hallikainen M, Tervo S, Wahlund LO, Vanninen R, Kivipelto M, Soininen H. Whole brain 
atrophy rate predicts progression from MCI to Alzheimer's disease. Neurobiol Aging 2010; 
31(9): 1601-1605. 
 
Steele M, Stuchbury G, Münch G. The molecular basis of the prevention of Alzheimer's disease 
through healthy nutrition. Exp Gerontol 2007; 42(1-2): 28-36. 
 
Stroop JR. Studies of inference in serial verbal reaction. J Exp Psychology 1935; 18: 643–662. 
 
Suhonen J, Pirttilä T, Rosenvall A, Erkinjuntti T, Koponen H, Makkonen M, Puurunen M, Rinne 
J, Raivio M, Strandberg T, Vanninen R, Vataja R, Eloniemi-Sulkava U, Hartikainen S, Pitkälä K, 
Voutilainen P; Suomalaisen Lääkäriseuran Duodecimin, Societas Gerontologica Fennican, 
Suomen Neurologisen Yhdistyksen, Suomen Psykogeriatrisen Yhdistyksen ja Suomen 
Yleislääketieteen Yhdistyksen asettama työryhmä. Update on current care guidelines. The 
diagnosis and medical treatment of memory disorders. 2010. Available at: 
http://www.kaypahoito.fi/web/kh/suositukset/naytaartikkeli/tunnus/hoi50044. 
 
Sundelöf J, Kilander L, Helmersson J, Larsson A, Rönnemaa E, Degerman-Gunnarsson M, 
Sjögren P, Basun H, Lannfelt L, Basu S. Systemic tocopherols and F2-isoprostanes and the risk 
of Alzheimer's disease and dementia: a prospective population-based study. J Alzheimers Dis 
2009; 18(1): 71-78. 
 
Svilaas A, Sakhi AK, Andersen LF, Svilaas T, Ström EC, Jacobs DR Jr, Ose L, Blomhoff R. 
Intakes of antioxidants in coffee, wine, and vegetables are correlated with plasma carotenoids in 
humans. J Nutr 2004; 134(3): 562-567. 
 
Takechi R, Galloway S, Pallebage-Gamarallage MM, Lam V, Mamo JC. Dietary fats, 
cerebrovasculature integrity and Alzheimer's disease risk. Prog Lipid Res 2010; 49(2): 159-170. 
 






Tangney CC, Kwasny MJ, Li H, Wilson RS, Evans DA, Morris MC. Adherence to a 
Mediterranean-type dietary pattern and cognitive decline in a community population. Am J 
Clin Nutr 2011; 93(3): 601-607. 
 
Tanzi RE, Bertram L. New frontiers in Alzheimer's disease genetics. Neuron 2001; 32(2): 181-
184. 
 
Tanzi RE, Bertram L. Twenty years of the Alzheimer's disease amyloid hypothesis: a genetic 
perspective. Cell 2005; 120(4): 545-555. 
 
The European Dementia Prevention Initiative Websites. Available at: http://www.edpi.org/. 
 
The Healthy Aging Through Internet Counseling in the Elderly Websites. Available at: 
http://www.hatice.eu/. 
 
Tiffin J. Purdue Pegboard Examiner’s Manual. Rosemont, IL: London House, 1968. 
 
Tognon G, Lissner L, Sæbye D, Walker KZ, Heitmann BL. The Mediterranean diet in relation to 
mortality and CVD: a Danish cohort study. Br J Nutr 2014; 111(1): 151-159. 
 
Tolppanen AM, Solomon A, Soininen H, Kivipelto M. Midlife vascular risk factors and 
Alzheimer's disease: evidence from epidemiological studies. J Alzheimers Dis 2012; 32(3): 531-
540. 
 
Trichopoulou A, Costacou T, Bamia C, Trichopoulos D. Adherence to a Mediterranean diet and 
survival in a Greek population. N Engl J Med 2003; 348(26): 2599-2608. 
 
Tsukamoto K, Watanabe T, Matsushima T, Kinoshita M, Kato H, Hashimoto Y, Kurokawa K, 
Teramoto T. Determination by PCR-RFLP of apo E genotype in a Japanese population. J Lab 
Clin Med 1993; 121(4): 598-602. 
 
Tucker KL, Qiao N, Scott T, Rosenberg I, Spiro A 3rd. High homocysteine and low B vitamins 
predict cognitive decline in aging men: the Veterans Affairs Normative Aging Study. Am J Clin 
Nutr 2005; 82(3): 627-635. 
 
Tuomilehto J, Tanskanen A, Pietinen P, Aro A, Salonen JT, Happonen P, Nissinen A, Puska P. 
Coffee consumption is correlated with serum cholesterol in middle-aged Finnish men and 
women. J Epidemiol Community Health 1987; 41(3): 237-242. 
 
Tuomilehto J, Hu G, Bidel S, Lindström J, Jousilahti P. Coffee consumption and risk of type 2 
diabetes mellitus among middle-aged Finnish men and women. JAMA 2004; 291(10): 1213-1219. 
 
Tyas SL, White LR, Petrovitch H, Webster Ross G, Foley DJ, Heimovitz HK, Launer LJ. Mid-life 
smoking and late-life dementia: the Honolulu-Asia Aging Study. Neurobiol Aging 2003; 24(4): 
589-596. 
 








Vakhapova V, Cohen T, Richter Y, Herzog Y, Korczyn AD. Phosphatidylserine containing 
omega-3 fatty acids may improve memory abilities in non-demented elderly with memory 
complaints: a double-blind placebo-controlled trial. Dement Geriatr Cogn Disord 2010; 29(5): 
467-474. 
 
Valsta LM, Tapanainen H, Sundvall J, Laatikainen T, Männistö S, Pietinen P, Vartiainen E. 
Explaining the 25-year decline of serum cholesterol by dietary changes and use of lipid-
lowering medication in Finland. Public Health Nutr 2010; 13(6A): 932-938. 
 
van Boxtel MP, Schmitt JA, Bosma H, Jolles J. The effects of habitual caffeine use on cognitive 
change: A longitudinal perspective. Pharmacol Biochem Behav 2003; 75(4): 921-927. 
 
van de Rest O, Geleijnse JM, Kok FJ, van Staveren WA, Dullemeijer C, Olderikkert MG, 
Beekman AT, de Groot CP. Effect of fish oil on cognitive performance in older subjects: a 
randomized, controlled trial. Neurology 2008; 71(6): 430-438. 
 
van de Rest O, Spiro A 3rd, Krall-Kaye E, Geleijnse JM, de Groot LC, Tucker KL. Intakes of (n-3) 
fatty acids and fatty fish are not associated with cognitive performance and 6-year cognitive 
change in men participating in the Veterans Affairs Normative Aging Study. J Nutr 2009; 
139(12): 2329-2336. 
 
van Gelder BM, Tijhuis M, Kalmijn S, Kromhout D. Fish consumption, n-3 fatty acids, and 
subsequent 5-y cognitive decline in elderly men: the Zutphen Elderly Study. Am J Clin Nutr 
2007a; 85(4): 1142-1147. 
 
van Gelder BM, Buijsse B, Tijhuis M, Kalmijn S, Giampaoli S, Nissinen A, Kromhout D. Coffee 
consumption is inversely associated with cognitive decline in elderly European men: The FINE 
study. Eur J Clin Nutr 2007b; 61(2): 226-232. 
 
Vanhanen M, Koivisto K, Moilanen L, Helkala EL, Hänninen T, Soininen H, Kervinen K, 
Kesäniemi YA, Laakso M, Kuusisto J. Association of metabolic syndrome with Alzheimer 
disease: a population-based study. Neurology 2006; 67(5): 843-847. 
 
van het Hof KH, Kivits GA, Weststrate JA, Tijburg LB. Bioavailability of catechins from tea: the 
effect of milk. Eur J Clin Nutr 1998; 52(5): 356-359. 
 
van Staveren WA, de Groot LC, Blauw YH, van der Wielen RP. Assessing diets of elderly 
people: problems and approaches. Am J Clin Nutr 1994; 59(1 Suppl): 221S-223S. 
 
Vartiainen E, Puska P, Jousilahti P, Korhonen HJ, Tuomilehto J, Nissinen A. Twenty-year trends 
in coronary risk factors in north Karelia and in other areas of Finland. Int J Epidemiol 1994; 
23(3): 495-504. 
 
Vartiainen E, Laatikainen T, Peltonen M, Juolevi A, Männistö S, Sundvall J, Jousilahti P, 
Salomaa V, Valsta L, Puska P. Thirty-five-year trends in cardiovascular risk factors in Finland. 
Int J Epidemiol 2010; 39(2): 504-518. 
 
Vartiainen E, Borodulin K, Sundvall J, Laatikainen T, Peltonen M, Harald K, Salomaa V, Puska 
P. FINRISKI-tutkimus: Väestön kolesterolitaso on vuosikymmenien laskun jälkeen kääntynyt 





Vedin I, Cederholm T, Freund-Levi Y, Basun H, Garlind A, Irving GF, Eriksdotter-Jönhagen M, 
Wahlund LO, Dahlman I, Palmblad J. Effects of DHA-rich n-3 fatty acid supplementation on 
gene expression in blood mononuclear leukocytes: the OmegAD study. PLoS One 2012; 7(4): 
e35425. 
 
Vercambre MN, Boutron-Ruault MC, Ritchie K, Clavel-Chapelon F, Berr C. Long-term 
association of food and nutrient intakes with cognitive and functional decline: a 13-year follow-
up study of elderly French women. Br J Nutr 2009; 102(3): 419-427. 
 
Vercambre MN, Grodstein F, Kang JH. Dietary fat intake in relation to cognitive change in high-
risk women with cardiovascular disease or vascular factors. Eur J Clin Nutr 2010; 64(10): 1134-
1140. 
 
Vercambre MN, Grodstein F, Berr C, Kang JH. Mediterranean diet and cognitive decline in 
women with cardiovascular disease or risk factors. J Acad Nutr Diet 2012; 112(6): 816-823. 
 
Vermeer SE, Prins ND, den Heijer T, Hofman A, Koudstaal PJ, Breteler MM. Silent brain infarcts 
and the risk of dementia and cognitive decline. N Engl J Med 2003; 348(13): 1215-1222. 
 
Vingtdeux V, Dreses-Werringloer U, Zhao H, Davies P, Marambaud P. Therapeutic potential of 
resveratrol in Alzheimer's disease. BMC Neurosci 2008; 9(Suppl 2): S6. 
 
Vogel T, Dali-Youcef N, Kaltenbach G, Andrès E. Homocysteine, vitamin B12, folate and 
cognitive functions: a systematic and critical review of the literature. Int J Clin Pract 2009; 63(7): 
1061-1067. 
 
Wald DS, Kasturiratne A, Simmonds M. Serum homocysteine and dementia: meta-analysis of 
eight cohort studies including 8669 participants. Alzheimers Dement 2011; 7(4): 412-417. 
 
Wancata J, Börjesson-Hanson A, Östling S, Sjögren K, Skoog I. Diagnostic criteria influence 
dementia prevalence. Am J Geriatr Psychiatry. 2007; 15(12): 1034-1045. 
 
Wechsler D. Wechsler Adult Intelligence Scale Manual. New York: Psychological Corporation, 
1944. 
 
Weinmann S, Roll S, Schwarzbach C, Vauth C, Willich SN. Effects of Ginkgo biloba in dementia: 
systematic review and meta-analysis. BMC Geriatr 2010; 10: 14. 
 
Welander H, Frånberg J, Graff C, Sundström E, Winblad B, Tjernberg LO. Abeta43 is more 
frequent than Abeta40 in amyloid plaque cores from Alzheimer disease brains. J Neurochem 
2009; 110(2): 697-706. 
 
Wengreen HJ, Munger RG, Corcoran CD, Zandi P, Hayden KM, Fotuhi M, Skoog I, Norton MC, 
Tschanz J, Breitner JC, Welsh-Bohmer KA. Antioxidant intake and cognitive function of elderly 
men and women: the Cache County Study. J Nutr Health Aging 2007; 11(3): 230-237. 
 
Werder SF. Cobalamin deficiency, hyperhomocysteinemia, and dementia. Neuropsychiatr Dis 
Treat 2010; 6: 159-195. 
 
Werner P, Korczyn AD. Mild cognitive impairment: conceptual, assessment, ethical, and social 





Whalley LJ, Deary IJ, Starr JM, Wahle KW, Rance KA, Bourne VJ, Fox HC. n-3 Fatty acid 
erythrocyte membrane content, APOE ε4, and cognitive variation: an observational follow-up 
study in late adulthood. Am J Clin Nutr 2008; 87(2): 449-454. 
 
Whitmer RA, Sidney S, Selby J, Johnston SC, Yaffe K. Midlife cardiovascular risk factors and 
risk of dementia in late life. Neurology 2005; 64(2): 277-281. 
 
Whitmer RA, Gunderson EP, Quesenberry CP Jr, Zhou J, Yaffe K. Body mass index in midlife 
and risk of Alzheimer disease and vascular dementia. Curr Alzheimer Res 2007; 4(2): 103-109. 
 
Whitmer RA, Gustafson DR, Barrett-Connor E, Haan MN, Gunderson EP, Yaffe K. Central 
obesity and increased risk of dementia more than three decades later. Neurology 2008; 71(14): 
1057-1064. 
 
WHO MONICA Project Principal Investigators. The World Health Organization MONICA 
Project (monitoring trends and determinants in cardiovascular disease): a major international 
collaboration. J Clin Epidemiol 1988; 41(2): 105-114. 
 
Willett WC, Sacks F, Trichopoulou A, Drescher G, Ferro-Luzzi A, Helsing E, Trichopoulos D. 
Mediterranean diet pyramid: a cultural model for healthy eating. Am J Clin Nutr 1995; 61(6 
Suppl): 1402S-1406S. 
 
Willett W, Stampfer M, Chu NF, Spiegelman D, Holmes M, Rimm E. Assessment of 
questionnaire validity for measuring total fat intake using plasma lipid levels as criteria. Am J 
Epidemiol 2001; 154(12): 1107-1112. 
 
Williams JW, Plassman BL, Burke J, Holsinger T, Benjamin S. Preventing Alzheimer’s Disease 
and Cognitive Decline. Evidence Report/Technology Assessment No. 193. (Prepared by the 
Duke Evidence-based Practice Center under Contract No. HHSA 290-2007-10066-I.) AHRQ 
Publication No. 10-E005. Rockville, MD: Agency for Healthcare Research and Quality, 2010. 
 
Wimo A, Winblad B, Jönsson L. An estimate of the total worldwide societal costs of dementia in 
2005. Alzheimers Dement 2007; 3(2): 81-91. 
 
Wimo A, Winblad B, Jönsson L. The worldwide societal costs of dementia: Estimates for 2009. 
Alzheimers Dement 2010; 6(2): 98-103. 
 
Wimo A, Jönsson L, Bond J, Prince M, Winblad B; Alzheimer Disease International. The 
worldwide economic impact of dementia 2010. Alzheimers Dement 2013; 9(1): 1-11. 
 
Winblad B, Palmer K, Kivipelto M, Jelic V, Fratiglioni L, Wahlund LO, Nordberg A, Bäckman L, 
Albert M, Almkvist O, Arai H, Basun H, Blennow K, de Leon M, DeCarli C, Erkinjuntti T, 
Giacobini E, Graff C, Hardy J, Jack C, Jorm A, Ritchie K, van Duijn C, Visser P, Petersen RC. 
Mild cognitive impairment--beyond controversies, towards a consensus: report of the 
International Working Group on Mild Cognitive Impairment. J Intern Med 2004; 256(3): 240-
246. 
 
Wolff E, Vergnes MF, Portugal H, Defoort C, Amiot-Carlin MJ, Lairon D, Nicolay A. 
Cholesterol-absorber status modifies the LDL cholesterol-lowering effect of a Mediterranean-





World Health Organization. ICD-10 classification of mental and behavioural disorders: 
diagnostic criteria for research. Geneva: WHO, 1993. 
 
World Resources Institute/Earth Trends. Resource consumption: Coffee consumption per capita 
[online]. Available at: http://earthtrends.wri.org/searchable_db/index.php? theme=6&variable_ 
ID=294&action=select_countries 
 
Xu WL, Atti AR, Gatz M, Pedersen NL, Johansson B, Fratiglioni L. Midlife overweight and 
obesity increase late-life dementia risk: A population-based twin study. Neurology 2011; 76(18): 
1568-1574. 
 
Yehuda S, Rabinovtz S, Carasso RL, Mostofsky DI. Essential fatty acids preparation (SR-3) 
improves Alzheimer's patients quality of life. Int J Neurosci 1996; 87(3-4): 141-149. 
 
Yurko-Mauro K, McCarthy D, Rom D, Nelson EB, Ryan AS, Blackwell A, Salem N Jr, Stedman 
M; MIDAS Investigators. Beneficial effects of docosahexaenoic acid on cognition in age-related 
cognitive decline. Alzheimers Dement 2010; 6(6): 456-464. 
 
Zandi PP, Anthony JC, Khachaturian AS, Stone SV, Gustafson D, Tschanz JT, Norton MC, 
Welsh-Bohmer KA, Breitner JC; Cache County Study Group. Reduced risk of Alzheimer disease 
in users of antioxidant vitamin supplements: the Cache County Study. Arch Neurol 2004; 61(1): 
82-88. 
 
Zazpe I, Sánchez-Tainta A, Toledo E, Sánchez-Villegas A, Martínez-González MA. Dietary 
Patterns and Total Mortality in a Mediterranean Cohort: The SUN Project. J Acad Nutr Diet 
2014; 114(1): 37-47. 
 
Zhang X, Dong F, Ren J, Driscoll MJ, Culver B. High dietary fat induces NADPH oxidase-
associated oxidative stress and inflammation in rat cerebral cortex. Exp Neurol 2005; 191(2): 
318-325. 
 
Ziegler-Graham K, Brookmeyer R, Johnson E, Arrighi HM. Worldwide variation in the 
doubling time of Alzheimer's disease incidence rates. Alzheimers Dement 2008; 4(5): 316-323. 
 
Zock PL, Katan MB. Butter, margarine and serum lipoproteins. Atherosclerosis 1997; 131(1): 7-
16. 
 
Zylberstein DE, Lissner L, Björkelund C, Mehlig K, Thelle DS, Gustafson D, Ostling S, Waern M, 
Guo X, Skoog I. Midlife homocysteine and late-life dementia in women. A prospective 
population study. Neurobiol Aging 2011; 32(3): 380-386. 
 
Publications of the University of Eastern Finland
Dissertations in Health Sciences
978-952-61-1393-7
Publications of the University of Eastern Finland


























The Effects of Midlife Diet on 
Late-Life Cognition
An Epidemiological Approach Marjo Eskelinen
The Effects of Midlife Diet 
on Late-Life Cognition
An Epidemiological Approach
As more individuals survive into 
advanced age, prevention of cognitive 
impairment and dementia is of 
increasing public health importance. 
Identifying modifiable risk and 
protective factors for dementia/
Alzheimer’s Disease (AD) is 
essential for formulating effective 
prevention strategies. This thesis 
investigated the role of midlife 
diet - dietary fat intake, coffee/tea 
consumption and healthy diet - in 
the development of dementia/AD and 
cognitive impairment later in life in 
a population-based study with a long 
follow-up time of over two decades.
Photo: Colourbox.com
